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This st.udy was designe_9, primarily t.o det.er,mine 1 t.he 
effect.iveness of t.hEt 11NC as a =.model healt.h car_e facil_i-t.y 
f.or providing primary healt.h care services in depressed and 
~nderserved communit.ies. .This model consist.ad of .c_ommunit.y 
survey and· diagnosis, t.raining ot·volunt.eer communit.y 
·healt.h .workers CVCHWs) using.some innovat.ive t.ools and 
procedures and provision of basi_c heal t.h. services at. 
primary~ healt.h care leVel by a t.~am of nurses and a med.ical 
t.echnologist.. The 11HC program was implement.ad in t.hree 
select.ad depressed communities in:BengUet., Northern Luzon, 
Philippines frqm 1982 t.o 1984 •. ,'J:'he impact. evaluation was· 
done in 1986, t.wo years aft.er t.he nNC program was . 
implement.ad and t.etminat.ed. 
•. I' 
The st.udy~s object.ive~ were t.o det.ermine: ·c1> t.he 
impact. of t.he nNC healt.h services rendered in 1982-1984 and 
(2) t.he impact. ~of t.he nNC t.raini·ng scheme according t.o · 
specific.indices. At.t.ainment. of t.hese object.i~es were 
sought.·ut.ilizing· t.he following ,indiCes, inst.run:ient.s and . ~. 
proce~ures: · : _ _ ~ . , , .·, ' 
•I • 
. '.. . , . ~ . ,- - · .. 
. Imeact. of t.he nNC Basic Healt.h ··s~rVices 
• ! ' .•. ' 
;.Indices ut.ilized were:, 
.- / . ;. ' ' 
C 1 ) '. Increased number of san i t.ary 
.... . ''· 
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I . 
.. .. 
' ' t.oilet.s, 
/' 
. ; 
' ' . ._~ - ·-,_ 
garbage, drainage syst.ems. 
(2) Increased number of available safe wa-t.-er . 
f.aci 1 i t.ies,. 
C3) oe'creased malnut.rit.ion among t.he 0-6 age 
group. 
(4) Increased number of mot.her.s·who avai i"ed of t.he 
pre and post.nat.al services. 
CS) Increased number of accept.ors of family 
planning met.hods among married women wit.bin 
t.he reproduc~ive age group populat.ion. · 
(6) Increased number of children immunized wit.bin 
t.he. 0-6 age group. 
C7> Decreased m9rbidit.y rat.a of common 
prevent.able diseases, i.e., respirat.ory, 
ga~t.roint.est.ina1 and viral infeCt.ions as well 
as ct.her illnesses. 
(8) Decreas9d mort.alit.Y rate sPeCially among. t.he 
0-6 age -group in t.he t.hree project. ar~as, 
from t.he period 1962 t.o 1966, and 
(9) Increased number .of adult.a and children who 
used healt,h supervisory services of t.he 
nNC/VCHIJ, 
The dat.a on t.he af orement.ioned indices were obtaiOed 
t.hrough a repe8t, survey among t.he communit.y household? 
respondent.a ut.ilizing t,he Same CHS ·form as in t.he 1982-1984 
st,udy. During t.he survey, '\:,he.research t.eam'iived wit.ht.he 
people for·an average of t.en days in each sitio conduct.ing · 
bot.h formal and informal int.erviews, act.Ing as par~icipan~ 
obser.ver and doing ocular i.nspSct.ion. In addit.ion, medical 
and clinical records of t..he Rural Health Unit.a' midwives,,,.. 
t.he nHC and t.he VCHUs on t.he prevalent.-haalt.h pToblems were 
analyzed and growt.h chart.s Bs well as OPT results of t.he 
~ge group 0-6 as gauge of t.heir nutritional st.at.us were 
st.udied. 
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II, Impact of the MNC/VCHW Training Schame: 
The indices utilized for this portion of the study 
were: Cl) Increased primary health care tasks 
performed by the VCHWs and (2) Increased utilization 
and satisfaction of community people with the VCHWs' 
health services. 
Structured questionnaires utilized were the 
following: 
(1) Community Evaluation of VCHW's Performance 
(2) Professional Health Worker 1 s Evaluation of 
VCHWs' Performance 
C3) Self-Evaluation of VCHW's Performance 
C4) Trainer's Evalua~ion of the Training Program 
(5) VCHW's Evaluation of the Training Program 
(6) Post-Test Examination for VCHWs and 
(7) VCHW's Monitoring Sheet. 
Through t.he questionnaire, t.he community respondents 
were asked to evaluate the performance of· the VGHWs based 
on the 30 defined PHG tasks classified under the 8 elements 
of primary healt.h care. The professiona1 healt.h workers 
<nidwives and Nurses) who were assist.ad by t.he VGHWs were 
also asked to evaluate the latter's performance. and the 
VGHWs themselves were asked to evaluate their own 
performance. To assess the "training program implemented in 
the 1982 study, the trainors and the VCHWs were asked to 
evaluate its adequacy in t.erms of t.he content., coverage, 
duration, teaching methods and practicum provided. In 
addition, a post-test. examination utilized in the earlier 
study was administered again to the.VGHWs to find out how 
much knowledge they have retained, to gauge the relative 
effectiveness of their training. The monito~ing sheet was 
used to monitor the PHC tasks.performed by the VCHUs. 
Oat.a Analxsis 
Information obtained through the su~vey and evaluation 
forms were coded, processed and analyzed using statistical 
soft.wares on the microcomputer. 
Oat.a were quantified into frequency counts and 
convert.ad into percent.ages. Parallel comparison of data 
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gathered on health status and environmental conditions of 
the three communitie~ before the tlNC implementation, 
.immediately after the implem-entation and two years after 
the termination of Phase 2 was made to determine 
significant changes reflecting effectiveness of the nNC as· 
a model health care facility. 
To determine if the differences among the perceptions 
regarding the adequacy of health services, hea.lth status 
le"!el ~nd satisfaction with VCHW services among ·the 
respondents were significant or not, the T-t.est was 
employed, using the .05 level of significance. The same 
test. was employed on the post-test data, When the relative 
magnitude and direction of differences were considered, the 
Wilcoxon matched-pairs signed ranks test. was utilized. 
Qu·alit.ative analysis of the VCHWs 1 performance was done 
in the light of th~ service out.comes based on their task 
descriptions and ~esired level of performance stipulated by 
the VCHWs themselves and t.he researchers. Case studies 
were also utilized to assess further program effect.iveness. 
Summary of Findings 
Field data collected ·disclosed that: 
1. Population changes were noted. In general there 
was an increase of 21. 7,. in the combi.ned 
population of the three areas. However, this was 
not accounted for by the increased birth rate but. 
by migrat.ion and marriages. The crude birth rate 
actually decreased from 29 births per 1000 
popu1at.ion in 1986. One positive change noted 
also was·a decrease irl the dependency rat.io from 
114.1~ in 1982 to 86.4,. in 1966. The population 
was still generally young in 1966 as in 1982. 
2. There was an improvement in the environmental 
sanitation with a slight. increase in the number of 
sanitary toilets built, and sanitary garbage 
disposal and drainage systems.utilized. 
3. There was an increase in the number of respondents 
utilizing ·available facilities for safer water 
supply. While all the households C260 = 100%) 
utilized springs and open wells in 1982, 176 or 
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57.2% made use of t.heir privat~ or cent.ral~zed 
public water .sys.tern <CPUS) piped-in water supply 
in 1966. 
' 4. The number _of mot.hers who avai'led of pre and 
Post.natal services increased from 41.1% (23 
mot.hers) in '1962 t.o 51.9>: (26 mot.hers) in 1966. 
LikeWise, an increase in the number of mot.hers who 
availed of post.natal services was noted from 23.3% 
(10 mot.hers) in 1962 t.o 62.0>: (31 mot.her.s) in 
1966. 
5., Generally, rhythm and withdrawal were st.ill the 
m.ost.'popular family planning met.hods used, in 1982 
and 1986. An increase was noted in the number of 
mot.her~ of reproductive age who underwent. 
bilateral_. t.ubal ligation, a terminal mat.hod of. 
family planning, from 4.0% (10 mot.hers) in 1982 t.o 
6.5>: (20 mot.hers) in 1966, 
6, There was a 1 so ev i dance of· improvement. in t.he 
nutritional stat.us1of children from 0-6 wit.h the 
decrease in the nuffiber of third and .second degree 
malnourished chi.ldren. Of' the 28 second and third 
degree malnourished children in 1982, 12 were 
weighed on 1986. From this group, seven were 
actually upgraded t.o within normal arid first. 
degree ma 1 nourished st.at.us 'by 1986 and on 1 y 4 
children remained in the same ·vary undernOurfshed 
state, while one Pecame overweight. 
7, There was slight increase in t.he number of 
children immuni~ed aQainSt. polio, DPT and 
measles. Howe·ver, a smaller number of children 
were immunized against. t~berCulosis CBCG), cholera 
and t.yphoid in 1966 t.han in 1962. 
8. ttorbidity rat.es of common prevent.able diseases, 
i.e., respirat.ory, gast.rointest.inal, viral 
infect.ions and others were significantly redUced 
to more accept.able levels. Incidence rate of 
respirat.ory infect.ions was reduced from 25 per l00 
population in 1982 to 3 per 100 population in 
1986i gast.roirit.est.inal infect.ions· from 1_3 per 100 
population in 1982 to 1 p-er 100,populat.ion in 
1986i viral infect.ions, from 12 per 100 population 
t.o 2 per 100 populat.ion in 1966 and ot.lier 
illnes&es from 7 par 100 populatio~ t.o, 0.9 per 100 
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population in 1966. 
9. nortality rate decreased from 1962 to 1966. The 
crude death rate arrived at in 1962 of 1·5 deaths 
per 1000 population, was r~duced to 11 deaths pSr 
1000 p9pulation in 1966 in the study areas. 
However, the age specific death rate (0-6 years 
old) increaSed from 20 deaths per 1000 population 
in 1982 ~o 23 dea~hs per 1000 popula~ion in 1986. 
10. There was a remarkable shift in the people 1 s 
perception of the causes of illness, from natural 
causes.to those with scientific basis. In 1962, a 
large number of"the respondents strongly claimed 
that illnesses were due to natural causes. In 
1966, scientific-based perception on the causes of 
illness predominated. ·contact with sick persons 
was cited as the most common cause' of illness, 
11. There was an increase in awareness and utilization 
of the SLU-nNC services among the general 
populace. Record analysis of cases attended to by 
the ttNC showed that health supervision was the 
most sought for service of the. nNC both in 1962 
and 1966. The number of those who sought health 
supervision increased from 30.6~ in 1982 to 39.6% 
in 1966. 
12. The post-test results revealed .very remarkable 
retention of knowledge by the VCHW from their 
training program despite the absence of refresher 
courses within the two year period. nost of the 
VCHWs remained also committed to their training 
even after two years. 
13. najority of the VCHWs, 67.0% <21) were able to 
perform at a high level as shown by their 
performance of 21 or more of the 30 defined Puc· 
tasks. 
14. Professional health workers, community people and 
the VCHWs themselves shared the same perception as 
to the capability of the VCHUs iQ the performance 
of their various tasks. Rating was at a very 
satisfactory level. Likewise, the same level of 




· In general, the results of t.his impact. evaluation 
t.Bnded t.o support. t.he .f i·ndings and. conclusions ear.! ier 
claimed· in t.he 1982 st.udy. Posit. i ve changes were not.ad 
which·'were convincing evidences of t.he effectiveness of t.he 
nHC as a health care facility for delivering primary health 
care services t.o farflung depressed areas. 
The conclusion~ derived fr~m this study are: 
1. The marked increase int.he number of people 
utilizing safe wat.IB!r supply facilities and t.he 
Eieneral imprOv:ement.. in t.he environment.al 
sanit.at.ion could be a~t.ribut.ed t.o t.he intensive 
campaign waged largely.by t.he trained VCHUs. This 
can be furt.hSr considered as a reflect.ion of tp.e 
kind-· of training, t.he VCHlJs had under t.he l'INC' 
··program. 
2. The improvement. in t.he nut.rit.ional st.at.~s of t.he 
0-6 age group was .encouraging considering t.he· poor 
economic s~t.uat.ion o.f -t.he' people ·in. t.hese 
communities. Since t.here was no marked 
improvement. in their economic condition t.o enable 
them t.o purchase addi't.._!.onal nut.rit.ious food, t.he. 
favorable change in t.he .nut.rit.ional st.at.a. of t.he 
children could only be at.t.riDut.ed t.o t.he •int.ensivfe 
heal t.h teaching. and demonst.rat.ion of proper 
cooking and food prepar8t.ion by t.he l'INC and.VCHUs 
·which. led t.o bet.t.eT ut.ilizat.ion of indigenous 
food. 
S. Respo~se t.o t.he pr.a and post.nat.a 1 services can be 
considered .encouraging wi-t.h -t.he increase ln 
ut.ilizat.ion. However, ~here is st.ill a great. room 
for improvement. t.o ensure t.he mot.bar's health and 
t.hat. of t.he ch !ld. 
4·. The lukewarm response t.o acceptance of family 
planning met.hods and t.he high birth rat.a in t.hese 
communities r~main a challenge t.o t.he healt.h 
worker. The resistance displayed, explained by 
t.he cultural regard for many chi1dren as "asset.s" 
and "gift.a" from God underscore the strong 
cultural fact.ors t.hat. family planners have t.o 
cOnt.end w·i t.h·. 
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5. Despite the assistance of the VCHWs and the 
presence of the MNC in cooperation with the DOH 
personnel in i,mmunizat.ion campaigns in these 
areas, the results were only slightly successful 
by 'WHO standards. This shows how much ·more 
difficult it would be in areas where no NGOs are 
available to augment the government health forces 
in carrying out this vital task. This implies too 
that the ttNC services along this line have to be 
int.ensified. 
6. A significant decline in illness volume and 
mortality rate were noted in the study areas. 
While the MMC cannot claim beyond doubt that these 
can be attributed entirely to its progr'am, there 
are convincing evidences that it is the major 
factor reSponsible for these positive effects. 
?. VCHW performance reflects the kind of training 
they underwent. The training g'iven to the VCHWs 
by the nNC which i~cluded human relations 
training, didactic5 and practicum enabled them to 
develop the attitudes and skills to carry out 
their tasks as community health workers 
effectively. The dedication to their volunt.ary 
tasks shown by the VCHWs, supported by the data on 
utilization and satisfaction of the community with 
their services buttress this conclusion. 
6. There is convincing evidence that solutions to a 
lot of health problems in the isolated communities 
can be facilitated with the help of simple 
laboratory procedures and the expertise of a 
medi~al technologist. 
9. The i·mpact evaluation showed that the MNC, with 
its unique features - its particular VCHW training 
program, t.he composition of it.s health team and 
it.s manner of delivering the basic health services 
by virtue of its mobility - is an effective health 
care f ac i l i ty for promoting primary hea 1th car·e , in 
depressed, hardly accessible communities. 
8 
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PREFACE 
This report is divided into two parts: Part I · 
discusses the study "Impact Evaluation of the Mobile 
Nursing Clinic as a Model Health Care Facility for 
Providing Primary Health Care Services" while Part II 
deals with the Primary Health Care Conference •nd Re--
search Dissemination Seminar held. at the termination 
of the above study. 
The subject of the impact evaluation ,was the 
research project entitled: '"The Mobile Nursing Clinic: 
A Model Health Care Facility For Providing Primary 
Health Care Services To Three Selected Communities in 
Benguet Province~ Northern Luzon, Philippines" which 
was conducted from June 1982 to April 1984 by the SLU 
College of Nursing, under the sponsorship of IDRC. Thus, 
to understand better the "Mobile Nursing Clinic Model" 
referred to in the Impact Evaluation study, the reader 
is urged to read the report on the first study and for 
those who have no access to it, : a summary is included in 
Appendix A' of· .this ·report. 
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EXECUTIVE SUMMARY 
This report docµments the experiences. of the SLU 
College of Nursing Research Program in an. eighteen month 
research project under the sponsorship of IDRC. This 
study was aimed primarily to determine the effectiveness 
of the MNC as a model health care facility for providing 
primary health care services in depressed areas through 
an impact evaluation of an MNC program implemented in 1982-
1984 in three selected depressed, isolated communities in 
Benguet, namely: Labilab, Itogon; ·Banengbeng, Sablan ·and 
. Coroz, Tub lay, under the s.ponsorship also of IDRC. It was 
undertaken in coordination with the DOH - Provincial Health 
Office and .the ·Municipal Health Officers .of the communities 
concerned. 
The study's objectives were to determine: (1) the 
impact of the MNC hea1th services rendered in 1982-1984 
and (2) the impact of the MNC training scheme according 
to specific indices . Attainment of these objectives 
were sought utilizing the following indices, instruments 
and procedures: · · 
I. Impact of the MNC Basic Heal th· Services 





Increased number of sanitary toilets, 
garbage, drainage systems. 
Increased number of available safe 
wa~er facilities. 
Decreased malnutrition among the 
0-6 age group. · 
Increased number of mother who 
availed of the pre and postnatal 
services. · 
Increased number of acceptors of 
family planning methods among married 
women within the reproductive age 
group population. · 
(6) Increased number of children immuniz~d 
within the 0-6 age group. 
(7) Decreased morbidity rate of common 
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preventable diseases, i.e., respi-
ratory, gastrointestinal and viral 
infections as well as other ill-
nesses. 
(8) Decreased mortality rate specially 
among the 0-6 age group in the 
three project areas, from the pe-
riod 1982 to 1986, and 
(9) Increased number or adults and 
children who used health supervi-
sory services of the MNC/VCHW. 
Th·e data on the aforementioned· indices were obtained 
through a repeat survey among the community household res-
pondents utilizing the same CHS form as in the 1912-1984 
study. During the survey, the research team lived with 
the ·people for an average of ten days in each sitio conduc-
ting both formal and informal interviews, acting as parti-_ 
cipant observer and doing ocular inspection. In addition, -
medical and clinical records of the Rural Health Units' 
midwives, the MNC and the VCHWs on the prevalent health 
problems were analyzed and growth charts as well as OPT 
results of the age group 0-6 as. gauge of their nutritional 
status were studied. 
II. Impact of the MNC/VCHW Training Scheme: 
The indices utilized for this portion of the 
study were: (1) Increased primary health care tasks 
performed by the VCHWs and (2) Increased utilization 
and satisfaction of community people with the VCHWs' 
health services. 






Community Evaluation of VCHW's 
Performance 
Professional Health Worker's 
Evaluation of VCHWs Performance 
Self-Evaluation of VCHW's 
Performance 
Trainor's Evaluation of the 
.Training Program 
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(S) VCHW's Evaluation of the 
Training Program 
(6) Post-Test Examination for VCHWs and 
(7) VC~'s Monitoring Sheet. 
Through the questionnaire, the community respondents 
were asked to evaluate the performance of the VCHWs based 
on the 30 defined PHC tasks classified under the 8 elements 
0£ primary heal th care. The profe·ssional heal th workers 
(Midwives and Nurses) who were assisted by the VCHWs were 
also asked to evaluate the latter's performance and the 
VCHWs themselves were asked to evaluate their own perfor-
mance. ·To assess the training program .implemented in the 
1982 study, the trainors and the VCHWs were asked to eva-
luate its adequacy in terms of the content, coverage, du-
ration, teaching methods and practicum provided. In 
addition, a post-test examination utilized in the earlier 
study was administered again to the VCHWs to find out how 
much knowledge they have retained, to gauge the relative 
effectiveness of their training. The monitoring sheet 
was used to monitor the PHC tasks performed by the VCHWs. 
Data Analysis 
Information obtained through the survey and evalua-
tion forms were coded, processed and analyzed using sta-
tistical softwares on the microcomputer. 
Data were quantified into frequency counts and con-
verted into percentages. Parallel comparison of data 
gathered on health status and environmental conditions of 
the three communities before the MNC implementation, imme-
diately after the implementation and two years after the 
termination of Phase 2 was made to determine significant 
changes reflecting effectiveness of the MNC as a model 
health care facility. 
To determin~ if the differences among the perceptions 
regarding the adequacy of health services, health status 
level and satisfaction with VCHW services among the res-
pondents were significant or not, the T-test was employed, 
using the .OS level of significance. The same test was 
employed on the post-test data. When the relative magni-
· tude and direction of differences were considered, the 
Wilcoxon matched-pairs signed ranks test was utilized. 
viii 
Qualitative analysis of the VCHWs
1
performance was 
done in the light of the service outcomes based on their 
task descriptions and desired level of performance stipu-
lated by the VCHWs themselves and the researchers. Case 
·studies were also utilized to assess further program 
effectiveness. 
SUMMARY, CONCLUSIONS AND RECOMMENDATIONS 
Summary of Findings 
Field data collected disclosed that: 
1. Population changes were noted. In general 
there was an increase of 21.7% in the combined 
population of the three areas. However, this 
was not accounted for by increased birth rate : 
but by migration and marriages. The crude 
birth rate actually decreased from 29 births 
per 1000 population in 1982 to 28 per 1000 
population in 1986. One positive change noted 
also was a decrease in the dependency ratio 
from 114.1% in 1982 to 86.4% in 1986. The 
population was still generally young in 1986 
as in 1982. 
2. There was an improvement in th.e environmental 
sanitation with a slight increase in the num-
ber of . sanitary toilets built, and sanitary 
garbage disposal and drainage systems utilized. 
3. There was an increase in the number of respon-
dents utilizing available facilities for safer 
water supply. While all the households (260 = 
100%) utilized springs and open wells in 1982, 
170 or sq.~% made use of either private or 
centralized public water system (CPWS) piped-
in water supply in 1986. 
4. The number of mothers who availed of pre and 
postnatal services increased from 41.1% (23 
mothers) in 1982 to 51.9% (28 mothers) in 1986. ~ 
Likewise, an increase in the number of mothers 
who availed of postnatal services was noted from 
23.3% (10 mothers) in 1982 to 62.0% (31 mothers) 
in .1986. · 
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5. Generally, rhythm and withdrawal were still the 
most popular family planning methods used in 
1982 and 1986. An increase was noted in the 
number of mothers of reproductive age who under-
went bilaterai tubal ligation, a terminal method 
of family planning, from 4.0% (10 mothers) in 
1982 to 6.5% (20 mothers) in 1986. 
6. There was also evidence of improvement in the 
nutritional status of children from 0-6 with the 
decrease in the number of third and second degree 
malnourished children. Of ·the 28 second and 
third degree malnourished children in 1982, 12 
were weighed on 1986. From this group, seven 
were actually upgraded to within normal and first 
· degree malnourished status by 1986 and only 4 
children remained in the same very undernourished 
state, while one beca~e overweight. 
7. There was a slight increase in the number of 
children immunized against polio, DPT and measles. 
However, a smaller number of children were 
immunized against tuberculosis (BCG), cholera 
and typhoid in 1986 than in 1982. 
8. Morbidity rates of common preventable diseases, 
i.e., respiratory, gastrointestinal, viral infec- . 
tions and others were significantly reduced to 
more acceptable levels. Incidence rate of res- · 
piratory infections was reduced from 25 per 100 
population in 1982 to 3 per 100 population in 
1986; gastrointestinal infections from 13 per 
100 population in 1982 to 1 per 100 population 
in 1986; viral infections, from 12 per 100 popu-
lation to 2 per 100 population in 1986 and other 
' illnesses from 7 per 100 population to 0.9 per 
100 population in 1986 : 
9. Mortality rate decreased from 1982 to 1986. The 
crude death rate arrived at in 1982 of 15 deaths 
per 1000 population, was reduced to 11 deaths per 
1000 population in 1986 in the study areas. How-
ever, the age specific death rate (0-6 years old) 
increased from 20 deaths per 1000 population in 
1982 to 23 deaths per 1000 population in 1986. 
10. There was a remarkable shift in the people's 
perception of the causes of illness, from natural 
causes to those with scientific basis. In 1982, 
a large number of the respondents strongly claimed 
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that illnesses were due to natural causes. In . 
1986, scientific-based perception on the causes 
of illness predominated. "contact with sick 
persons was cited as .the most common cause of 
illness. 
11. There was an increase in awareness and utiliza-
tion of the SLU-MNC services among the general 
populace. Record analysis of cases attended to 
by the MNC showed that health supervision was 
the most sought for service of the -MNC both in 
1982 and 1986. The number of those who sought 
health supervision increased from 30.8% in 1982 
to 39.6% in 1986. 
12. The post-test results revealed very remarkable 
retention of knowledge by the VCHW from their 
training program despite the absence of refre-
sher courses within the two year period. Most 
of the VCHWs remained also committed to their 
training even after two years. 
13. Majority of the VCHWs, 67.0% (21) were able to 
perform at a high level as shown by their per-
formance of 21 or more of the 30 defined PHC 
tasks. 
14. Professional health workers, community pepple 
and the VCHWs themselves shared the same per-
ception as to the capability of the VCHWs in the 
performance of their various tasks. Rating was 
at a very satisfactory level. Likewise, the · 
same level of satisfaction was derived by the 
recipients of the health services. 
~ conclusions and Recommendations 
In general, the results of this impact evaluation 
tended to support the findings a~d conclusions earlier 
claimed in the 1982 study. Positive changes were noted 
which were convincing evidences of the effectiveness of 
the MNC as a health care facility for delivering primary 
health care services to farflung depressed areas. 
The conclusions derived from this study are: . 
1. The marked increase in the number of people 
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utilizing safe water supply facilities and the 
general improvement in the environmental sani-
tation could be attributed to the intensive 
campaign waged · largely by the trained VCHWs. 
This can be further considered as a reflection 
of the kind of training the VCHWs had under the · 
MNC program. 
2. The improvement in the nutritional status of the 
0-6 age group was encouraging considering the 
poor economic situation of the people iri these 
communities. Since there was no marked improve-
ment in their economic condition to enable them 
to purchase additional nutritious food, the 
favorable change in the nutritional state of the 
children could only be attributed to the inten-
sive health teaching and demonstration of proper 
cooking and food preparation by the MNC and VCHWs 
which led to better utilization of indigenous 
food. 
3. Response to the pre and postnatal services can be 
considered encouraging with the increase in uti-
lization. However, there is still a great room 
for improvement to ensure the mother's health 
and that of the child. 
4. The lukewarm response to acceptance of family 
planning methods and the high birth rate in these 
commu11ities remain a challenge to the health wor-
ker. The resistance displayed~ explained by the 
cultural regard for many children as "assets" 
and "gifts" from God underscore the strong cultu-
ral factors that family planners have to contend 
with. 
5. Despite the assistance of the VCHWs and the pre-
sence of the MNC in cooperation with the DOH 
personnel in immunization campaigns in these 
areas, the results were only slightly successful 
by WHO standards. This shows how much more 
difficult it would be in areas where no NGOs are 
available to augment the government health 
forces · in carrying out this vital task. This 
implies too that the MNC service's along this 
line have to be intensified. 
6 . . A significant decline in illness volume and mor-
tality rate were noted in the study areas. · 
While the MNC cannot claim beyond doubt that 
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these can be attributed entirely to its program, 
there are convincing evidences that it is the 
major factor responsible for these positive 
effects. · 
7. VCHW performance reflects the kind of training 
they underwent. The training given to the VCHWs 
by the MNC which included human relations trai-
ning, didactics and practicum enabled them to 
develop the attit~des and skills to carry out 
their tasks as community health workers effective-
ly. The dedication to their voluntary tasks 
shown by the VCHWs, supported by the data on 
utilization and satisfaction of the community 
with their services buttress this conclusion. 
8. There is convincing evidence that solutions to a 
lot of health problems in the isolated communi-
ties can be facilitated with the help of simple 
laboratory procedures and the expertise of a 
medical technologist. 
9. The impact evaluation slrowed that the MNC, with 
its unique features - its particular VCHW trai-
ning program, the composition of its health 
team and its manner of delivering the basic 
health services by virtue of its mobility - is 
an effective health care facility for promoting 
primary ~ealth care _in depressed, hardly acces-
sible communities. 
In the light of the foregoing conclusions, the follo-
wing suggestions and recommendations are made: 
1. The training of health workers is an on-going 
program in the country. The strategies em-
ployed, however, differ from one agency to ano-
ther. This study recommends that the Human 
Relations Training should be included in the . 
VCHW training program to ensure that both trai-
nors and trainees have the right attitudes/ 
commitment required for effective implementation 
of the program. The other unique features of 
the MNC program, namely, the use of the "decision 
tree" to guide the health workers in the field, 
the didactics and practicum wherein the VCHWs 
were closely supervised should also be included. 
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2. A broader and intensified skills training of 
VCHWs on maternal and child care, specifically 
on attending to deliveries is deemed necessary 
to ensure saf~ty for both mother and the new-
born. This is supported by the study's finding 
that a large number of births are attended to 
by untrained and inexperienced household members. 
The presence of the VCHWs during deliveries does 
not ensure safe conduct of deliveries since 
their training on t~is aspect was inadequate, as 
attending deliveries by VCHW is not allowed 
according to the DOH policy. In Benguet, the 
situation is further aggravated by the absence 
of trained hilots in most of its areas unreached 
by professional health workers. 
3. Government and NGOs should exert more cooperative 
and intensive efforts to reach more children for 
immunization. NGOs should also have their own 
immunization program and the government health 
agency should assist them to procure the necessa-
ry vaccines. 
4. NGOs as well as the government agencies . should 
also intensify their family planrting campaign. 
Perhaps social scientists can help the health 
workers find the right approach to overcoming the · 
socio-cultural barriers which adversely affect 
the acceptance of family planning in various 
groups. 
5. With due recognit"ion to the midwife's role and 
contribution to the primary health care program , 
this study advocates the use of the professional 
nurse to conduct the VCHW training and to direct-
ly supervise the delivery or directly deliver 
the major health services in the distant depressed 
rural areas, by virtue of her more comprehensive 
preparation in health interventions which pre-
pares her to provide medium range health care, 
involving a broader spectrum of decisions , not 
possible with midwives providing primary health 
care. 
6. Health planners and administrators can derive 
from the Mobile Nursing Clinic experience, lessons 
on how health care services can be made more 
realistically accessible and available to those 
who need it most in the rural areas. It is · 
recommended that the MNC model . be replicated in 
other areas similarly ~ituated as the project 
areas in this study. · 
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IN_TRODUCTION 1 
The Philippines is one among a number of countries 
suffering from depressed socio-economic conditions which 
obviously affect the health status and .well-being of its 
people. Its health picture has not changed very much in 
the last decade. While there had been a significant 
decline in mortality from a crude death rate of 20 per 
1000 population in 1950 to about 7 per 1000 in 1982 ,_ the 
pattern of mortality typical of developing countries per-
sists. Infant mortality accounted for 25 per cent of all 
deaths. Almost 30 oer cent of infant deaths are from 
prenatal causes whiie the remainder are attributed to 
pneumonia, gastroenteritis, malnutrition, other disease 
infections, measles and meningitis (IBRD 1984). The ma-
jo~ causes of mortality . for all ages remained constant -
infections, parasites, and re~piratory diseases - which 
accounted for 54 per cent of all deaths in 1980, a picture 
which hardly differs from that of the previous decade. 
These disease patterns indicate that despite advances in 
the field of medicine and public health, efforts to im -
prove the health of the communities have not reached the 
masses. This is so because health services and facilities 
are mainly concentrated in urban areas making it inacces-
sible to the 80 per cent of the people who live in the 
rural areas. Consequently, environmental conditions re-
main relatively unsanitary and morbidity and mortality 
continue to be caused by infectious diseases. These exis~ 
r 
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ting health problems are often compounded by low levels 
of living, aggravating problems of poverty, uncertain and 
fluctuating costs of fuel, increasing prices of foods and 
other basic commodities, crowded and inadequate shelter, 
·and higher cost of medical care ·besides the inequitable 
distribution of health manpower and facilities. 
Health Policy of the Government 
In response to the pressing health needi and prob-
lems existing in rural communities, the Ministry of 
Health (MOH) introduced the Restructured Health Care De-
livery System in 1973 as part of the first World Bank -
assist~d population project. This system was designed to 
achieve a better utilization of the medical oersonnel and 
delegate responsibjlities to the auxiliary staff. In 
1977 however, the evaluation -of this program in five pro-
vinces showed that only about 65 percent of the health 
needs of the community could be met. As a strategy to 
heal th development·, the MOH launched its primary heal th 
care program nationwide in September 1981. In 1982, the 
National Health Plan directed its major activities to six 
major health problems identified in a study conducted in 
1974, namely, high incidence of communicable diseases, 
malnutrition, rapid population growth, increased inci-
dence of endemic diseases such as malaria and schistoso-
miasis, poor environmental sanitation and drug abuse . 
(MOH, 1985). Currently, the Department of Health (for-
merly MOH) is giving attention to five priority/impact 
health programs, namely, Maternal and· Child Health (MCH) 
which embraces Family Planning (FP) and Nutrition; Con-
trol of Tuberculosis; Prevention and Control of Diarrheal 
Diseases; Prevention and Control of Malaria; and Preven- · 
tion and Control of Schistosomiasis. (MOH Guidelines for 
Imple~entation of Primary Health Programs in PHC, 1984). 
The Rationale of Primary Health Care 
. At the International Conference on Primary Health 
Care in Alma Ata, Soviet Union in 1978, primary health 
care as an approach was adopted as the global strategy for 
the attainment of the goal "Health for All by Year 2000". 
Primary health care then was perceived ·as the key to 
achieving an acceptable level of health throughout the 
world in the forese.eable fu.ture and as part of social 
development. It was defined in the Conference as ".· •.. 
essential heal th care based on practical, scientifically sound and 
2 
socially acceptable methods and technology made universal-
ly accessible to individuals and families in the communi-
ty through their full participation and at a cost that the 
community and country can afford ..... " (Declaration of 
Alma Ata, 1978). · 
Primary health care as an approach to health deVe-
lopment is carried out through a set of activities and 
its ultimate aim is the continuous improvement and 
maintenance of the health status of the community. It 
addresses the main health problems in the community, pro-
viding promotive, preventive, curative and rehabilitative 
services. Accordingly, it's health services include 
(1) education concerning prevailing health problems and 
the method~ · of preventing and ·controlling them; (2) pro-
motion of food supply and proper nutrition; (3) an ade-
quate .supply of safe water and basic sanitation; (4) ma-
ternal and child health care including family planning, 
immunization, prevention· and ·control of locally endemic 
diseases; (5) adequate shelter; (6) appropriate treatment· 
of common 4iseases · and (7) provision of essential drugs. 
(Declaration of Alma 1tta, 1978). 
Prima.ry health care .rests on the philosophy of self-
reliance for both the individual and community through 
full participation in the planning, organizatiori and 
management of their own health services. The community is 
expected to define its own health problems and needs, de-
vise and carry out programi or activities to solve them· 
in partnership with the government and the private sector 
(MOH, 1980). It must the·refore be community-based, · ac-
cessible and acceptable, and sustainable at a cost which . 
the communi·ty and the government can afford. It should 
also be interrelated with the overall socio-economic de-
velopment. . In other words. its I service must be initiated 
and undertaken by the community arising from an awareness 
of its health needs, planned and designed within the socio-
economic and political conditions of the p~ople, and sus-
tained by active community involvement and participation 
in partnership with the government and private agencies. 
These facets however hing"e on the following assump-
tions: (1) that health knowledge must be available to the 
community, (2) that health services must be within the 
reach of the people where and when they need them, (3) that 
all segments of the population whether in "the remotest 
barrio or in the most depressed and crowded urban slum areas 
are ready and .will fog to identify and solve · their own· health 
problems, (4) that the community and the government would 
implement health programs within their budgets by using 
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appropriate technology or ways and resources that are 
available to the community, and (5) that self-reliance in 
health is the single and most important approach to attai-
ning a quality of life that will enable the individual to 
.lead a socially and economically productive life. (Oste-
ria and Siason, 1984). 
A PHILIPPrnE PRIMARY HEALTH CARE SITUATIONER 
AND REVIEW OF RELATED LITERATURE 
The Primary Health .care Approach has been practiced 
in the Philippines even before the 1978 WHO Alma Ata Dec-
laration. ·Most of the practitioners came from the private 
sector who were either in hospitals and clinics, health 
organizations or academic institutions. A few examples of 
these were De la Paz of the ·Katiwala Program in Davao City, 
Viterbo of Roxas City, Macagba of La Union, Flavier of the 
Philippine Rural R~construction Movement, Campos of the 
University of the Philippines Comprehensive Community 
Health Program, Solon of the Paknaan Cebu Institute of 
Medicine Project and Wale of Silliman University. These 
doctors were already reaching out to the community since 
the late 60's. However, their efforts were limited in 
their own territories and they were not able to extend 
their programs on a national level (Tan, 1986). 
It was only when the Rural Missionaries of the 
Philippines launched their pilot community-based health 
programs (CBHP) in 1975 that . a nationwide movement star-
ted to be felt. The Rural . Missionaries first studied the 
prototypes mentioned earlier and using the Catholic Church 
network, initiated programs in Luzon (Isabela), Visayas 
(Leyte) and Mindanao (Lanao del Norte). Their experiences 
were eventually adopted by the National Council of Chur-
ches in the Philippines (Protestant Churches) in 1977 and 
by AKAP (secular) in 1978, both of them establishing their 
nationwide network. At Present, these Community Based 
Health Programs have their national and regional coordina-
ting bodies. The Council f6r Primary Health Care takes 
care of the national coordination, the CHESTCORE for the 
Cordilleras , CBHP-Ilagan for Cagayan Valley,. the Health 
Integrated Development Services (HIDS) . for Central Luzon, 
the MAKAPAWA for Leyte and Samar, the Visayas Primary 
Health Care Services for Cebu and Bohol, the Negros CBHP 
Coordinating Body for Negros Island, CHARGE for Panay 
Island, the Community Based Health Services for Mindanao, 
and the Urban Missionaries and KAPPAG for the Metro Manila 
area. The CBHPs are in 40 provinces with around 200 
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health personnel as staff and an es~imated 3,000 active 
Community Health Workers as volunteers (Tan, 1986). 
The process u~ilized by these agencies and organi-
_zations in setting up community-based health programs in 
poor, depressed and oppressed· areas of the country highly 
banks on community -organization. Trainees are selected 
to be community health workers (CHWs) on the basis of 
personal leadership abilities and their interest and 
willingness to serve their particular communities. They 
are asked to conduct preliminary surveys of their commu-
nities prior to their training, the results of which 
would provide them with some baseline data for the first 
training period (Pagaduan and Ferrer, 1982). 
The programmes' backbone is provided by full-time 
community organizers (COs) and nurses. The trainings are 
residential and emphasized lectures, discussions and 
field trips. Topics discussed are divided into basic, 
advanced and special levels of training. Their training 
curriculum is usu~·lly flexible because the knowledge and 
skills of the CHWs depend on the identified needs of a 
particular community. 
·After the training, the CHWs are -required to share 
their knowledge with their respective communities, acti-
vate the communities to avail themselves of the services . 
offered by rural health units, encourage people to im-
prove their environment, and provide first aid and refer-
ral opportunities. The CHWs conduct regular meetings to 
discuss health concerns and economic · issues and activities 
like pig-dispersal programmes, · copra 'production, irriga- . 
tion problems, usury, unemployment and low agricultural 
wages. General meetings of CHWs are held monthly to assess 
problems . and ·accomplishments (Tan, 1986). 
· On the government side ·(Department of Health) a 
Research and Development Program in PHC was . started in 
1978 with WHO/DANIDA/CIDA technical support. Even ear-
lier, in 1973-1974, there were also regional initiatives 
in PHC such as that of Banzon of Region· VIII with the 
Barangay Health Auxiliary Volunteers and Roxas of Bukidnon 
with the Barangay Volunteer Medics. 
As mentioned earlier, the MOH l~unched its primary 
health care program nationwide in September, 1981 and as 
of January, ·1985 a total of 38 ,005 barangays were initia-
ted to PHC. To · facilitate community involvement and ac-
tive participation, ·Barangay Primary Health Care Commit-
tees (BPHCC) were organized as part of the initiation to 
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PHC. As of 1986, there were 39,000 PHC committees in the 
country • . Data gathered from field reports and technical 
working group assessment r_eports indicated that PHC im-
plementation is moving toward its goal of providing health 
·for all Filipinos. However, the status of its implementa-
tion varies from region to region and from· province to 
province "due to the presence of factors which may either 
boost or retard its progress. 
The Department of Education, Culture and Sports also 
have adopted and integrated the primary health care ap-
proach into the curriculum at all levels. For one, they 
have integrated the use and importance of traditional me-
dicine particularly the use of Herbal Medicines into the 
curricuJum. 
There are even Schools and Universities who went 
beyond just integrating PHC in their curriculum. Their 
response to the role of the universities in the pursuit of 
HFA in the year 2090 are shown in their commitment to re-
sear~h and outreach programs utilizing the PHC approach . . 
are: 
Some on-going University-based HFA-related projects 
The Comprehensive Community Health Project in 
Bay, Laguna. This involves the University of 
the Philippines Los Banos Campus. In line 
with this project, an action-research project 
was launched on the training of "herbolarios" 
(traditional healers) in Cuenca, Batangas, 
where 27 "herbolarios" underwent a three-
month course in modern primary health care in 
the year 1978-1979. 
- _The University community outreach program of 
UNICORP in Dasmarifias Resettlement Area, Cavi-
te. This was and still is an ongoing · res-
ponse of the Philippine Women's University 
to total community development. UNICORP's 
community intervention schemes tap the pro-
fessional · expertise of the various university 
disciplines. Each professional is seen as 
vital to the 1holistic development of the com-
munity. The application of such · input is 
made effective through rational orchestration 
and management by UNICORP and the whole prog-
ram's primary significance is the development 
of a model pilot plan using a study-service · 
scheme for purposes ·of .developing a community 
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and its people. The particular disciplines 
involved in this model pilot plan are the 
following: Nursing, Nutrition, Pharmacy, 
Social Work, and Non-Formal Education. 
- The University of Santo Tomas' Medical 
Missions, Inc. and Project Hasik of the 
College of Nursing. This outreach project 
takes care of the health of rural and ur-
ban poor communities both by rendering . 
health services. and training of community 
health workers. Other disciplines are also 
tapped to render their services in response 
to identified needs of the community (Cu-
yegkeng, 1985). 
- The Silliman University Extension Program 
is a composite of all ettension work being 
undertaken by the various units, schools 
and colleges of the University. One of its 
main thrusts is the development of models 
in community development, an example of 
which is the HAND team approach: The team 
is composed of a Health Worker, an Agricul-
turist, a Nutritionist and a Development 
(CO) Worker. The extension program .is en-
gaged in activities which are directed to 
help the target communities meet problems/ 
needs confronting their daily life and 
ultimately aims towards self-reliance (Wale, 
1987). . 
- The University of San Carlos College of 
Nursing, Xavier . University College of Medi-
cine, University of Bohol College of Nur-
. sing, Cebu Doctors' College ~f Medicine 
and Silliman University Medical Center, 
each now has an outreach program unde~ the 
name of Health Resource Distribution Prog-
ram (HRDP) which is essentially Primary 
Health Care with the main component of trai-
ning community health workers. 
Professional Organi~ations have also responded. The 
Philippine Nurses Association (PNA) undertook a community-
based Primary Health Care Project in Parang, Marikina, a 
squatter area. This was a response to the need for the 
national nursing professional to engage in activities that 
would contribute to the healt~ development of the people 
particularly in depressed and underserved communities. As 
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a community-based health-oriented program, it was ins-
pired by a belief that a professional organization could 
undertake a program with a meaningful impact on people 
and the community. Among the activities around which the 
. program revolved were training and follow-up supervision 
of Barangay Health Workers including their organization 
and mobilization. The project was implemented stressing 
its philosophy of self-reliance, thus the proponents made 
use of the strategy of transferring some of their techno-
logy as nurses to enable the community to develop their 
skills and confidence in attending to primary . health care 
needs (Maayo, 1983). It .. is noteworthy that training of 
community health workers (CHW) is considered one of the 
most vital components of PHC del i very and a lot of ex-
periences on this training have been documented and re-
searched upon. -Lantican and Corcega examined training programs for 
Barangay Health Workers (BHW) in three study sites in the 
Luzon region (Philippines) focusing on factors involved 
in the selection,_-training and supervision of BHWs. The 
study also examined the problems and difficulties encoun ~ 
tered _in training, developed field test alternative trai-
ning strategies as well as evaluated the outcomes of 
these alternative strategies. The training programs were 
conducted by three different agencies, namely: (a) the 
Ministry of Health, (b) the College of Nursing of the 
University of the Philippines and (c) the College of Nur-
sing of Saint Louis University, a non-government institu-
tion (Lantican, 1986). 
In rural Ghana, Lamptey et al. (1980) reported on the 
criteria for selection of trainees used in training vil-
lage health workers, such as being a volunteer, a resi-
dent of the village with no intention of moving, literate 
between 20 and SO years of age, and acceptable to the 
community. The use of a training manual was also empha-
sized. Similarly, F.S. Soongs' article (1982) on the Abo-
riginal Health Workers in Australia enumerated certain 
training procedures and content. On the whole, it empha-
sized the favorable results of eight years experience in 
training and using aboriginal health workers. The approach 
demonstrated its efficacy in meeting primary health needs 
and reduced dependence on services provided by outside 
authorities and professionals, through the involvement of 
the people in their own care. The training program pre-
pared the aboriginal health workers to function as prima-
ry health care workers in their own communities. 
In Nicaragua, Heiby (1982) discussed some lessons 
learned from the training of traditional birth attendants 
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("parteras"). 
In Burma, U Than Sein and Mick Bennet (1982) presen- . 
ted a vivid picture of the training ·program including 
the selection of community health workers, training con-
.tent and procedure. The researchers also cited problems 
and difficulties encountered in training. Further, they 
pointed out certain features of the training program 
which posed particular challenges, such as the heteroge- . 
neity of trainees in age and education; lack of reward 
system for 'trainees, short duration of training arid lack 
of certification requirements, and supervision difficul-
ties of CHW. 
It can be gleaned from the prececling review of the 
more known Primary Health Care projects in the Philip-
pines as well as in other countries, that government as 
well as private agencies have joined hands in training 
community health workers using varied techniques and stra-
tegies. While these agencies differed in the strategies 
they employed- in ~he training program they initiated and 
sponsored, ·there remains a common denominator in these 
programs, i.e., the strong belief in the importance of 
training volunteer community health members who would 
eventually take upon themselves the responsibility of 
promotiµg primary health care in their own communities. 
THE MOBILE NURSING CLINIC: A RESPONSE 
The Project's Background 
The College of Nursing of Saint Louis University, 
Philippines, responded to the . need of promoting primary 
health care specifically to depressed areas not acces-
sible to health care facilities, by proposing the Mobile 
Nursing Clinic. - The University is situated in Benguet 
Province in Northern Luzon which is composed of 13 muni-
cipalities ~rid 136 barangays. It is characterized by 
mountainous terrain and undeveloped roads thus making it 
prone to landslides. During the rainy season, a number 
of barangays are literally cut off for days and weeks 
from the nearest city or town where basic health servi-
ces could be secured in cases of illness or accidents. · 
Thus, the government midwife assigned and depended upon 
to give primary ·health care 'services in these areas, has 
to traver on foot, usually for hours to be able to· reach 
a few people at a time. Much of her time is consumed in 
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travelling, instead of rendering health care services to 
the people. Therefore, the actual health care service 
that could be provided by an already limited manpower, is 
further depleted thr~ugh time and energy wasted in tra-
yelling. It has been observed that despite the fielding 
of midwives to serve the basic health needs of the remote 
rural areas, 33 percent of the rural population remain 
underserved and unserved .•.. (Osteria and Siason, 1984). 
The College of Nursing launched the Mobile Nursing 
Clinic project financed by a grant from the government of 
West Flanders, Belgium to bring health care services to 
these far flung, isolated places in the mountainous region 
in mid 1979. The p.Toject aimed to · demonstrate a model 
health care facility, staffed mainly by-nurses and a medi-
cal technologist, which could reach more people and cover 
a wider ~rea than was possible in the existing health care 
system. The services of nurses were utilized for they 
were more available than physicians and they could provide 
medium-range health care, involving a broader spectrum of 
decisions, not possible with midwives providing primary 
health care. Such medium-range care, could provide for 
therapeutic decisions, hence, decrease expense and cost to 
client and his family, while preventing . any complications 
that could have arisen from delayed management. These 
steps could optimize health personnel services because 
then, screening would bring tertiary level cases only, to 
the attention of physicians. 
The overriding goal of the MNC ·was to use health as 
a linkage to self-reliance. As such,_ it tried to provide 
promotive, preventive, curative and rehabilitative ser-
vices. Perhaps, the most helpful aspect of the MNC modus 
operandi and the one with the greatest impact on the com-
munity, was its having brought health services to those 
who needed it the most, in otherwise, inaccessible areas 
by virtue of its mobility. In· many cases, this contact 
with the MNC staff had been the first for the patient-
client . with a professional health worker. 
While the experiences and observations of the MNC 
staff for 3 years could have perhaps, proved useful to 
other agencies in planning strategies for effective health 
care delivery in depressed areas, no scientific documenta-
tion had been done as the program was not structured so 
that it could be submitted to a systematic analysis, which 
could yield useful information for policy development and 
program information on health care delivery approaches to 
inaccessib.le, depressed rural areas, hence the College of 
Nursing conducted the research project, entitled: The 
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Mobile Nursing Clinic, A Model Health Care Facility For 
Providing Primary Health Care Services To Three Selected 
Communities In Benguet Province, Northern Luzon, in 1982-
1984 - under the sponsorship of IDRC. 
The study was conducted in three selected communi-
_ ties in Benguet which were found relatively comparable in 
terms of .ethnic population grouping, accessibility to 
health facilities (none had any health center nor even 
just a barangay health station) and source of livelihood. 
None of the communities had been previously served by the 
existing MNC so that whatever impact could be observed 
afterwards, could be attributed only to the structured 
program implemented by the research project. 
The MNC Model 
The Mobile . Nursing Clinic model health care facility 
implemented in 1982 was staffed by three nurses and a 
medical technologfst. It differed from other primary . 
health care projects because of its unique characteristics. 
First, it had two components, . namely, 
provision of basic health services and trai-
ning of volunteer community health workers. 
Second, these two components were 
planned and structured on the basis of cur-
rent prevalent health needs of the communi-
ties of the different volunteer ·community 
health workers. As such, before community 
members were motivated and encouraged to 
volunteer as health workers, a community 
health survey was first conducted, a com-
munity diagnosis done, followed by planning 
of the appropriate basic health services 
and training program to be offered in each 
community/area. 
Third, the training scheme of six 
weeks for VCHWs had several unique features, 
namely, (a) inclusion of Human Relations 
Training for the trainees prior to exposing 
them to formal didactic sessions, · (b) trai-
ning in the use of "Decision-Trees" and 
(c) practicum .which included learning how 
to do simple laboratory tests. Each formal 
session was followed by a practicum. This 
was done through holding of clinic con-
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sultations by the MNC staff after each 
lesson (focused on specific health prob-
lems at a time) in order for ·the trainees 
to practice and develop the needed skills 
in assessment/diagnosis, management 
(with preference on home remedies) and 
referral. Thus, while the MNC was pro-
viding health services to the community 
in general, the VCHWs attended to pa-
tients whose health problems have already 
been tackled in the formal/structtired ~rai­
ning itself. The VCHWs, therefore, were 
~rovided opportunities to develop their 
skills in assessment, management and re-
ferral. The practical part of the training, 
in effect, reinforced and gave more meaning 
to the theoretical part of the training 
scheme. To measure knowledge acquisition, 
pre-tests and post-tests on all topics co-
vered were also administered. 
The "decision tree" concept was intro-
duced to facilitate efficient and effective 
performance among the · volunteer community 
health workers. · The "decision tree" is a 
paradigm for specific illnesses which shows 
the kind of decisions that the health wor-
kers have to make on the basis of their 
assessment of any health problem they en-
counter. 
Fourth, the MNC included in its staff 
a medical technologist whose function was 
(a) to assist the nurses to arrive at more 
accurate ·nursing diagnosis and (b) to teach 
the VCHWs how to do si_mple · laboratory tests 
without the use of sophisticated equipment 
to aid them also to arrive at more accurate 
assessment/diagnosis of health problems 
prevalent in their respective communities. 
The study as carried out, · consisted of three pha-
ses, namely: 
Phase I - survey of needs and problems of 
selected communities including 
their socio-demographic charac-
teristics as well as their reac-
tions to the existing Mobile 
Nursing Clinic being implemen-
ted in other communities. 
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Phase II - planning and implementation of a 
Mobile Nursing Clinic consisting 
of two components: · (a) provision 
of·basic heal~h services at pri-
mary health care level, and (b) 
training of VCHWs, based on the 
results of Phase I. 
Phase III - assessment of the IDRC - assisted 
MNC program. 
The 1982-1984 study revealed that there was convin-
cing evidence that the MNC as a model health care facili-
ty was effective in promoting primary health care in 
depressed areas. However, while it is true that assess-
ment of the MNC program immediately after its completion 
showed favorable results, these could have just been a 
continuation of the momentum ·generated ·during the early 
study and may not last very long. As such, a credible 
claim to the effec.tiveness· of the program can only be done 
if an impact evaluation after a lapse of time can show . 
that it has· been effective. Hence, the College of Nursing 
proposed to do an impact eval.uation in 1986, about two 
years after the implementation of the MNC model in the 
three selected communities. ' This study entitled "Impact 
Evaluation of the Mobile Nursing Clinic as a Model Health 
Care Facility for Providing Primary Health Care Services" 
was approved by IDRC on November 27, 1985 but actual 
implementation started on January 2, 1986. 
This impact evaluation study actually pertains to 
Phase 3 (post-implementation) of th~ 1982-1984 study. -
The steps taken in this operations research project are 







The theoretical framework of the first and second 
study on the Mobile Nursing Clinic is schematically rep- : 
resented in Figure 2.1. Phases one and two refer to the 
first study conducted from 1982 to 1984 . It encompasses 
the gathering of baseline data, program planning and pro-
ject i~plementation. This current impact evaluation 
study which pertains to Phase 3 started from where the 
' first study ended with its evaluation activities reaching 
its peak of implementation from January to December 1985. 
As illustrated in Figure 2.1, ' blocks 1 and 2 corres-
ponded to the assessment of the needs and problems, 
socio-demographic characteristics, and perceptions of the 
MNC in the three research areas namely: (a) Banengbeng, 
Sablan; (b) Coroz, Tublay and (c) Labilab, Itogon. 
Block? 3 and 4 pertained to the implementation of the 
two major strategies (i.e., training of VCHW and provi-
sion of basic health services) based on the results of 
problem analysis. Blocks 5 to 10 corresponded to indices 
used for solution validation. Block 10 was further vali-
dated on the criteria contained in blocks 11 and 12. The 
aforementioned indices were utilized to show the following: 
(1) Outcome of the VCHW training on VCHW 
performance in PHC as perceived by 
trainees, trainors and community in 
terms of their utilization and satis-
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'(2) Significant changes in the health 
status of the three communities 
prior to 0982) and after the im-
nlementation (1986) of the MNC 
strategies (Block 13). 
SCOPE AND LIMITATIONS 
The impact evaluation of the MNC was conducted in 
the three project communities adopted by the first IDRC 
assisted MNC research study, namely: Banengbeng, Coroz 
and Labilab. The data collected and analyzed had as a 
point of reference data collected during the initial 
phase of the MNC project in 1982-1984. The impact of the 
project was measured by doing a parallel comparison of 
the past and present data regarding the overall status 
of the three areas concerned. Such being the case, 
instruments used were the same tools utilized during the 
initial phase, i.e., Community ·Health Survey Interview 
Manual. Additional evaluation instruments such as the 
VCHW monitoring sheet and the trainors/trainees evalua-
tion of the training program were constructed to facili-
tate and ensure adequate gathering of necessary data. 
Having limited the study to the three areas, fin-
dings and results may not be easily generalized to be 
true for the whole province of Benguet. Nevertheless, 
the results are certainly indicative of the realities 
affecting the province. · 
A major factor responsible for changes in the 
health status of the three communities could be possibly 
attributed to the project for the following reasons: 
(1) These communities were quite isolated 
and had received only very minimal 
health service from government health 
workers prior to the project. For 
instance, not one of them had a resident 
midwife. The midwife who was assign*'ed 
to several other areas would come only 
twice or thrice a month to the center of 
the village as her time was so limited 
and she had to spend most of it in 
walking. Other health personnel came 
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even much less frequently, having no 
transport lacilities and with more 
areas to cover. 
(2) Although a Primary Health Care Com-
mittee had been organized in each com-
munity only one person in one commu 
nity had undergone training from the 
DOH as a VCHW; none in the other 
two communities. The lone trained · 
VCHW however didn't function as a 
health worker, prior to the project 
implementation. 
(3) There was virtually no health program 
initiated in the community by the 
people before the research .team star-
ted. This was borne out by the en-
vironmental condition and the health 
status of the residents at the start 
of the project. In fact, none of 
the three communities had a health 
center nor even a barangay health 
station. 
(4) Lastly, with the permission of the 
office of the then Provincial Mi-
nistry of Health and the Provincial 
Governor, the research team was able 
to implement the project with very 
minimal interference from outside 
sources. 
INDICES UTILIZED 
The impact evaluation of the Mobile Nursing Clinic 
focused on the two basic components of the existing MNC 
project which were: (a) the MNC basic health services; 
and (b) VCHW training, with emphasis on the latter. As 
gauge of the effectiveness of the MNC health services 
initiated within the period 1982-1984, the following 
indices were utilized: 
1. Increased number of sanitary toilets, 
garbage, drainage systems. 
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2. Increased number of available safe 
· water facilities. 
3. Increased number of mothers who 
availed of pre and postnatal 
services. 
4. Increased acceptors of family plan-
ning methods among married women 
within the reproductive age group 
population. · · 
S. Decreased malnutrition among the 
0-6 age group. 
6. Increased number of children immu-
nized within the 0-6 age group. 
7. Decreased morbidity rate of common 
preventable diseases, i.e., respi-
ratory, gastrointestinal and viral 
infections as well as other illnes-
ses . 
. 8. Decreased mortality rate especially 
among the 0-6 age group in the three 
project areas, from the period 1982 
to 1986. 
9. Increased number of adults and 
children who used health super-
visory services of the MNC/VCHW. 
To determine the impact of the MNC-VCHW training 
scheme, the following indices were .used: 
. . . : 
1. Increas~d primary health care tasks 
performed by the volunteer communi-
ty health workers. 
2 • Increased utilization and satis-
faction of community people with 
the VCHW~ health services. 
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DATA-COLLECT ING INSTRUMENTS 








Community Evaluation of Volunteer Com-
munity Health Workers' Performance 
Professional Health Workers' Evalua-
tion ·of VCHWs' Per.formance 
Self-Evaluation of VCHWs' Performance 
Trainors' Evaluation of the Traini~g 
Program · 
VCHWs' Evaluation of the Training 
Program / 
Post~Test Examination for Volunteer , 
Community Heal th Workers .. 
Volunteer Community Health Workers' 
Monitoring Sheet 
Meanwhile, unobtrusive data-gathering was facilita-
ted with the use of the: 
(8) Community Health Survey Manual 
Description Of Instruments 
1. Community Evaluation of VCHWs1 Performance (See 
Appendix B) - This evaluation tool · was used to 
evaluate the VCHWs' performance of the 30 defined 
primary health care tasks of Volunteer Community 
Health Workers derived from the 8 elements of 




education on the prevailing health 
problems and the methods of preventing 
and controlling them 




(c) basic sanitation and an adequate 
supply of safe water 
(d) maternal and child care including 
family planning 
(e) immunization against the major 
infectious diseases 
(f) prevention and control of locally 
endemic diseases 
(g) appropriate treatment of common 
diseases and injuries, and 
(h) provision and proper use of essen- . 
tial drugs and herbal medicines~ 
Prior to its utilization, this tool had been trans-
lated to Ilocano, . back-translated to English then 
again to Ilocano to ensure that the original 
meaning of the terms were retained. · 
2. Professional Health Workers' Evaluation of the VCHWs' 
Performance (See Appendix C) - This evaluation 
instrument was patterned after the 30 defined tasks 
of the VCHWs. With the professional health workers' 
proficiency in English, the evaluation tool did not 
have to be translated into the Ilocano dialect. Tb 
facilitate .easy and standardized evaluation of the 
VCHWs' degree of performance a five-point scaling 
was devised, each choice with corresponding scale 
of: 
1.0 - 1.5 - performance of . service 
needs improvement 
1.6 - 2.5 - performance of service 
is at a fair status 
2.6 - 3.5 - performance of service 
is satisfactory 
3.6 - 4.5 - performance of service 
is very satisfac~ory 
4.6 - 5.0 performance of service 
. is excellent 
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3. Self-Evaluation of VCHWs' Performance (See Appendix 
D) - Unlike the CHS , this evaluation tool had to 
be refined. The refinement procedure was worked 
out after a series of consultation with the local 
consultant. 
The procedures followed were: 
(a) The list of tasks on which the VCHWs were to 
be evaluated were given to the VCHWs during 
three general meetings, i.e., January 15, 23 
and 24 in the three areas namely: Coroz, 
Banengbeng and Labilab, respectively. They 
were asked to identify the tasks they believed 
they should be performing in their respective 
sitios/communities. They were also asked to 
rank these tasks according to the priorities 
and needs of their .sitios/communities. On the 
basis of these identification and ranking, the 
instrument was modified and finalized for use 
in the actual evaluation of the VCHWs'perfor-
mance. 
(b) Categories of the levels of performance were 
stipulated by the staff and the VCHWs during 
the said meetings. It was agreed upon that 
levels of performance would be based on the 
following criteria: 
(1) High level performance - performance 
of 21 or more of the 30 defined 
tasks. 
(2) Medium level performance ~ 
performance of at least 11 but 
not more than 20 of ·the 30 
defined tasks. 
(3) Low level performance - performance 
of at least 1 but not more than 10 
of the 30 defined tasks. 
(4) Zero level performance - no 
performance of any of the 30 
defined tasks. · 
(c) Due to the VCHWs' familiarity with the English 
descriptions of their tasks as health workers 
as a result of their close and frequent 
association with professional health workers, 
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there was no need to translate it into the 
Ilocano dialect. 
4. Trainors1 Evaluation of the Training Program (See 
Appendix E) - This was an additional data-gathering 
instrument constructed to assess the training prog-
ram that was implemented during Phase 2 of this 
research. The questionnaire was specifically 
designed to gauge the adequacy of the training prog-
ram on content coverage, duration, teaching methods 
and practicum. 
5. VCHWs 1 Evaluation of the Training Program (See 
Appendix F) - This was similar to the evaluation 
tqol utilized by the trainors. 
Prior to its administration, the evaluation tool 
was pre-tested in two Mobile Nursing Clinic catch-
ment areas (Binga, Itogon and Karao, Bokod) where 
the VCHWs had undergone a similar training program. 
The structured interview with the tool as a guide 
was used. Close observation of their reactions as 
well as their verbalization on the difficulties of 
the evaluation was noted down. This in tuni 
served as a basis for further refinement of the 
questionnaire. 
6. Post-Test Examination for VCHWs (See Appendix G) .. -
The same unit test utilized during Phase 2 was used 
to measure the relative effectiveness of the VCHW 
training program. The post-test revolved around 
the following topics: 
(a) Environmental Sanitation 
(b) Diseases Arising from Poor Sanitation 
(c) Childhood Diseases 
(d) Herbal Medicines for Common Ailments 
(e) Antepartum and Postpartum Care 
(f) Child Care 
(g) Nurtrition 
(h) Family Planning 
(i) Community Organization 
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Retention of the knowledge acquired on these topics 
was used as bas i s for inferences regarding the 
actual performance of the· VCHWs · in the different 
health care tasks. 
7 . . VCHW Monitoring Sheet (See Appendix H) - This form 
was designed to monitor the primary health care tasks 
performed by each VCHW. To facilitate easier accom-
plishment of the form, a legend for the common health 
problems and VCHW services was constructed. The 
former was based on the health problems encountered 
during Phase 1 and the latter was based on the 30 
defined VCHW tasks. 
8. CHS Manual (See Appendix I) - The CHS manual was 
utilized as a guide to determine the perceptions 
regarding the existing Mobile Nursing Clinic of 
Saint Louis . University and the health ~tatus of the 
three communities. This manual consisted of ques-
tions on eleven main categories, namely: 
(a) Household Occupants 
(b) Environmental Sanitat io; 
· cc) Nutrition 
(d) Pre and Postnatal Care 
(e) Family Planning 
(f) General Health Beliefs and Practices 
(g) Recreation 
(h) Ilfoesses and Deaths in the Family 
(i) Problems in the Community 
(j) Perceptions Regarding the Mobile Nursing Clinic 
(k) Perceptions Regarding the Existence of a VCHw · 
in the Community 
Since the data collectors utilized the same CHS 
manual during the first project (re: The Mobile 
Nursing Clini~: A Model Health Care Facility for 
Providing Primary Health Care Services to Three 
Selected Communities in Benguet Province) no 
modification nor refinements were made. 
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LOCALE AND POPULATION 
The target population of the impact evaluation were 
the community members and Volunteer Community Health 
Workers of Banengbeng, Coroz and Labilab, the three com-
munities adopted in the initial phase of the project, in 
1982. There were a total of 311 households with an ave-
rage family size of 5-6 members. In comparison to the 
initial phase of the project, the number of households 
increased by 19.6% (51 households). The total population 
of the. three communities was 1,814 among whom were 31 
Volunteer Community Health Workers. · 
Respondents were either the father or mother from 
each household, all of the Volunteer Community Health 
Workers who underwent ·the SLU-MNC training in these com-
munities, and health professionals - the Rural Health 
Midwives and MNC Nurses who observed the VCHWs function 
or were assisted by them in their work. 
Migrant populace of the three communities to other 
barangays were excluded from the present study. However, 
migrants from other barangays with at least one year 
residency in any of the three research areas were included 
in this research project inasmuch as they had availed of 
the services of the VCHW and the SLU-Mobile Nursing Clinic 
Project. 
Migration among the community members, however was 
quite low, i.e., 0.87%. As such, at least 99% of the 
original population was reached i~ this study. 
PROCEDURE 
1. Re-establishing linkage with government groups; 
getting permission to re-use sites for research, 
i.e. , Ph~se 3. 
Prior to data collection, linkages with govern-
ment groups,. i.e., Municipal Heal th Officials and 
members of the health corps of the Provincial Health 
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Office servicing the three reiearch areas were re-
established, specifically in January 1986. Trips 
to the three areas were made by the research staff to 
meet the barangay captain as well as the VCHWs and 
community members to make them aware that the staff 
would be frequenting these places for a period of 
at least nine months. Majority of the contacted · 
individuals expressed support by inquiring as to 
how they could facilitate things for the research. 
2. Training of Research Assistants 
The training of the research assistants was 
done simultaneously with re-establishing linkage 
with government groups as well as the refinement 
and preparation of the instruments. 
Trips to the areas were done to orient the 
research staff to the environment of the three 
project areas. Several meetings with the local 
consultant were made to discuss appropriate 
approaches the staff should employ in the gathering 
of data. Contents of the various data-gathering 
instruments were discussed and role-playin·g sessions 
were held to ensure that proper interviewing tech-
niques were utilized. The research staff were also 
given pointers on how to record information 
gathered from the Volunteer Community Health Workers. 
To check on the pace of data-gathering, the staff · 
were briefed on the process of keeping a logbook 
which indicated the extent of work they have done 
each day spent in any of the three communities. 
From June 3 to S, 1986 and March 8-14, 1987, 
the regional consultant (Dr. Kwok Chun Lun) met with 
the research staff to orient them with procedures on 
coding of the questionnaire/interview items. In . 
addition, the research staff had lectures on compu-
ter data precessing and statistical analysis. Like-
wise, supervision was extended during practicum 
sessions on the utilization of the computer unit 
for data analysis. Help was extended further by 
the regional consultant on innovative presentation 
of data not only through table presentation but in 
the utilization of pie charts, ba~ graphs and the 
like. Most important though was the introduction of 
adequate softwares that facilitated easier and fas-
ter analysis of data pool. Group discussions with 
the team was done to improve the scientific quality 
of the research report. 
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3. Actual Data Collection ., . 
Data collection started on February 1986 as 
per chronogram schedule. This started with trips to 
the three communities with the main purpose of con-
ducting a census to determine the total number of 
households then existing in said communities. Like-
wise, the staff updated the previous spot maps made 
to facilitate location of the different households 
when interviews had to be conducted. · 
The study leader and three research assistants 
organized themselves into two teams. 
(f · Each community's household was divided among 
the staff based on the terrain, its proximity to 
each other ·and the distance from the main zone 
(sitio) where the staff was housed. When . the zone 
was . particularly distant and more thickly populated, 
the group went as one team but each member took a 
household when they reached the site. The staff 
member would then start a casual conversation with 
either the mother or father or both and try to 
elicit the information needed while at the same 
time observing the respondents, their children, and 
their environment. To complete a survey form, each 
staff had to visit each household six to ten times 
to ensure unobtrusive complete gathering of data . . 
Thus, the staff had to stay for ten straight days 
per month in each "sitio". This was repeatedly 
done each month until all the sitios in the target 
communities were covered. This took the staff nine 
months to cover all the sitios of the three study 
sites. During these times, the evenings were 
utilized for the recap of activities, accomplishment 
of logbooks (a narrative · report of highlights that 
occurr~d durin~ home ~iSit~) and· the planning of· the 
next day's .activities. Visits to the ·communities 
were extended for another three months after the 
nine-month intensive data-gathering period. These 
visits were for .the purpose of further data valida-
tion specifically on environmental sanitation and 
MNC/VCHW service utilization among the community 
residents. 
/ 
In addition, the staff interviewed professional 
health workers who go to the&e project areas t-0 find 
out how often each' VCHW had assisted them in their 
primary health care tasks. Likewise, the VCHWs were 
asked to evaluate their own performance in carrying 
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out the primary health care tasks, its frequency 
and the level of satisfaction they derived from 
performing such tasks. Community residents who 
had utilized VCHW services were also interviewed 
to gauge the i r satisfaction of the various VCHW 
services used. These three evaluation activities 
were facilitated by the use of structured question-
naires, i.e .. , Professional · Health Workers, VCHWs 
and Community Evaluation of VCHW Performance, 
respectively. 
Analysis of .. the clinical records of the VCHWs 
was also done to gauge the extent of decision-tree 
utilization in dealing with health .problems. Com-
parative analysis of both VCHWs and MNC trainors' 
assessment on the adequacy of the VCHW training 
program, specifically on content coverage, duration, 
teaching method utilized and practicum was also 
made. 1 
In summary, data on the aforementioned indices 
were obtained through: (a) a repeat survey among the 
community household respondents, using unobtrusive, 
participant observation and ocular inspection of the 
environment; (b) analysis of medical/clinical records 
of Rural Health Unit's midwives, the Mobile Nursing 
Clinic and Volunteer Community Health Workers (VCHW) 
pertaining · to prevalent health problems; (c) study 
of growth charts and Operation Timbang (OPT) results 
of the age group 0-6 as gauge of the nutritional 
status; and (d) interview of VCHWs, community people 
and professional .health workers to assess the quan- . 
tity and quality of PHC tasks performed by the VCHWs. 
DATA ANALYSIS 
Information obtained through the survey and evaluation 
forms were coded, processed and analyzed using statistical 
softwares on the microcomputer. 
Data were quantified into frequeni;:y counts and ·conver-
ted into percentages. Parallel comparison of data gathered 
on health status and environmental conditions of the three 
communities before the MNC implementation, immediately after 
the implementation and two years after the termination of 
Phase 2 was made to determine significant changes reflecting 
effectiveness of the MNC as a model health care facility. 
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To determine if the differences among the percep-
tions regarding the adequacy of health services, health 
status level and satisfaction with VCHW services among 
the respondents were . significant or not, the T-test was 
. employed, using the .OS level of significance. The same 
test was employed on the post-test data. When the relative 
magnitude and direction of differen~es were considered, the 
Wilcoxon matched-pairs signed rank.$L~'.~~st was utilized as 
in the case of rank chang.~~ .. : in the\J:~~al foods pregnant 
mothers should eat. · · ·· .. t 
Qualitative analysis of the VCHWs' performance was 
done in the light of the service outcomes based on their 
task descriptions and desired level of performance stipu-
lated by the VCHWs themselves and the researchers. Case 





ECOLOG ICAL PROFILE OF THE STUDY SITES 
Banengbeng, Sablan: An agricultural barangay 
3 
Banengbeng lies amidst the mountainous and rugged 
terrains of Sablan overlooking two other barangays. 
There are nine sitios in this barangay namely: Oring, 
Japos, Amsalsal, Banengbeng Central, Bito, Bayuga, 
Togue, Botot and Mangga (See spot map). 
<· 
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Coroz, Tublay: Seat of the gold 
panning business in Tublay 
Coroz, on the other hand, is one of the sitios of 
barangay Ambassador (one of the 8 barangay sectors that 
comprise the Municipality of Tublay). It is situated in 
a mountainous backdrop wherein deforestation combined 
with friable soils, torrential rains and strong des-
sicating winds had caused a great deal of erosion in many 
parts of the community. The sitio is composed of 6 sub-
sitios (See spot map), namely: Batching Plant, Upper : 
Coroz, Lower Coroz, Riverside, Bacquigi and Sapuan. 
Labilab, Itogon: Farming and gold panning 
are the main sourcexof livelihood here. 
Labilab, one of the sitios of Barangay Loakan, lies 




SPOT MAPS: a) Banengbeng, Sablan b) Coroz, Tublay c) Labilab, Itogon 
characterized by high and steep mountain ranges and ·roun-
ded hills through which some underlying bedrock is ex-
posed. Labilab is composed of 9 sub-sitios, namely: 
Naybaliw, Upper Labilab, · Lower Labilab, Tamokmok, Dipteng, 
. Dukot, Pitikan, Riverside and Camiling (See spot map). 
Fresh and clean air pervades the generally cool at-
mosphere over the three areas. The climate consists of 
the dry and wet season. The sky season usually begins 
during the latter part of th£ year and ends in May. 
Occasional rain showers in June herald the coming of the 
wet season and is heightened by strong typhoons with 
heavy downpour during the third quarter of the year. 
From Baguio City, it is approximately an hour and a 
half travel to reach each of the three areas. Trips by 
public transportation start early in the morning and 
return by mid-afternoon. While trips in Banengbeng and 
Labilab are daily, trips in Coroz are scheduled Mondays, 
Wednesdays and Saturdays only. In 1982, trips to Baneng-
beng was scheduled every other day and in Coroz, it was 
every Saturday. Labilab had daily trips. ·· 
The areas can be reached using a small sturdy ve-
hicle which can pass through dusty, long, rugged-winding, 
narrow roads, covered with large stones in most portions. 
Travel becomes more difficult during the rainy season 
when it becomes slippery, eroded and mud covered. Ero-
sions had been a pervasive problem in these areas thus · 
road conditions are constantly deteriorating. Journey to 
these places is quite risky and necessitates utmost 
caution. 
A typical sight is the clustering of a few houses in 
the middle of a field or at the foot of a hill situated 
about half an hour to an hour walk from the next cluster 
of 3-4 houses. Majority of the households in the three 
research areas live in houses built with galvanized iron 
sheets for roofing and wood for walling and flooring . 
. This is preferred to a cogon house mainly due to the 
strong typhoon and winds during the wet season. However, 
most of these dwellings are cramped. Usually, houses are 
a one-room affair with the kitchen and dining room as 
one separate hut. For most families, the living room 
serves as the sleeping quarter. Houses are sparsely 
furnished and most people sleep in woven palm mats. 
Most of these houses are already owned by the household 
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A typical house built from ·galvanized iron sheets 
and wood (mostly pine woods) : note the 
separate hut which serves as their kitchen and dining room. 
occupants. As mentioned earlier, the temperature gradual-
ly increases even to the point of arridity as the day 
progresses. Because of t his, plus the fact that houses 
are built with galvanized iron sheets without inner 
panelling , the families see to it that their houses con-
tained three or more windows in the construction plan. 
As such, ventilation is no problem. The presence of more 
windows aid also in solving the problem of poor lighting 
in the absence of electricity. For lighting purposes, 
kerosene lamps and the use of pinewood were observed to 
be predominantly used; the latter being utilized in the 
absence of the former which could only be procured at 
Baguio City proper. 
TABLE 3.1 





Lp bil a b 
TOTAL 
1-=H~UM=B=E=R~O~F'--'H~O~U~S~E~H~O~L~D=S : PERCENTAGE 
~~~1~9~8~2..____.'---_1~9~8~6=--~: D I FFEREHCE 
:HO . % :NO . % :(1982- 1986> : 
: 103 39.6: 126 40.s: + o.9 
: ?6 2e . 2 : e 2 
: 61 31. 2:103 33. l : + 1. 9 
: 260 : 100 • 01 311 :100 . 0: 
33 
The number of households in the three catchment areas 
had increased. That is, the number of households in Baneng- · 
beng for 1986 was 126 (103 households in 1982), Coroz with 
82 households (76 households in 1982) and Labilab with 103 
households (81 households in 1982). The increased number 
of households may be accounted for by: (a) members of· some 
households getting married and as such starting their own 
families/households, 38 new households were accounted for 
by this situation; and (b) families from other communities 
migrating into the catchment areas - this has ~ccounted 
for one migrant household between the period April '84 -
December '84; ten households from January '85 to December 
'85 and two households in January '86. 
Terraced land for farmi"ng or gardening. 
The three areas are basically agricultural communi-
ties. However, while Banengbeng and Labilab are favored 
with good agricultural lands in the delta plains and .along 
the river valleys, Coroz suffers from infertility of most 
of its farmlands as a result of the scarcity of water 
supply. The farmers produce vary from .rice, onion leaks, 
Baguio beans, sayote (alligator pears), cucumber, celeries, 
peas, parsely, corn and sweet potatoes and some seasonal 
fruits such as pineapples, guavas, mangoes, papayas and , 
bananas. Abundance in harvest is largely dependent on the 
climate. Unfortunately, strong typhoons during the middle 
of the year usually destroy and delay most products, a 
plight suffered almost perenially - thus aggravating their 
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SEASONAL PATTERNS OF COMMUNITY ACTIVITIES 
DEC. 
. ·,.•• ~· 
already strained family budget. 
A large percentage of the population are engaged in 
agricultural pursuits. A percentage of 40.6 are farmers 
in Banengbeng, 17.0% in Coroz and 34.3% in Labilab. 
Farming was also the chief occupation of the people even 
during the year 1982. To augment the family income , most 
of the farmers engage in other income-generating endea-
vours such as broom making in Banengbeng particul arly 
during the peak months of summer and gold panning in Coroz 
and Labilab; 14.90% and 9.60% were engaged in -gold panning 
for the two areas respectively. Skilled labor had always 
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The typical dweller in these areas struggle to 
maintain a marginal level of subsistency and very few 
had adequate income. Results gathered showed that in 
1986, 51.4% (160 households) earned p501.oo - p1,ooo.oo 
. per month. Approximately, the income of 22.2% (69 
households) were within the range of 1101.00 - ,500.00; 
0.9% (3 households) in the income bracket of 1100.00 and 
below; ·and 2.0% · (6 households) depended on their imme - . 
diate relatives for needs. However, there was an increase 
of households earning 11,001 . 00 and above, that is from 
6.2% (16) in 1982 to 23.5% (73) in 1986. From these, 
more than half had verbalized that such amount was just 
sufficient to sustain their daily needs. 
Most residents of the communities were Ibalois and 
only a small minority belonged to · the Kankana-ey group. 
It is interesting to note that no significant disparity 
owing to their ethnic origin was observed since these · 
ethnic groups were very similar in terms of customs, tra-
ditions · and beliefs. The presence of other ethnic groups 
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other than the tw\') mentioned was mainly due to marriages 
occurring between Ibalois or Kankana-eys and other ethnic 
groups outside the catchment areas. For communication 
purposes, majority used the Ilocano dialect. 
As for re"iigious affiliations, Roman Catholics rep-
resented 70.5% (512 of the population) in Banengbeng, 
83.8% (423 individuals) in Coroz and 90.4% (527 persons) 
iri Labilab. Non-catholics comprised 28.7% (208) in 
Banengbeng, 13.3% (67) in Coroz and 3.95% (23) in Labilab. 
The · rest 2.9% (54) had remained pagans. Although a great 
majority were already christianized, there were still some 
pagan rituals being practiced - one of which was the "cafiao" 
a ritual feast performed to appease spirits, pray. for good 
harvest~ celebrate an unwarranted luck, or even in the cure 
of ailments. There are two chapels strategically located 
in Banengbeng where prayer and bible services are held. As 
iri Coroz and Labilab, except for the absence of a chapel in 
Coroz, nurturing of their spiritual life is headed by 
community lay leaders. 
There is an elementary school in the heart of each 
community. In Banengbeng, an extension of the .school was 
constructed in Si tio Amsalsal to accommo.date primary educa-
tion students from far flung sitios. Literacy rate remained 
to be consistently high .in the three areas. Only 11.2% (56) 
members of the population in Banengbeng are illiterate. In 
Coroz, 15.2% (60 individuals) of the population was found 
to be illiterate and so was 17.4% (80) persons in Labilab. 
·The high literacy rate was brought about by: (1) the . 
opening of schools in more sitios, (2) improved roads and 
bridges between the sitios and the central area, and (3) the 
high social value placed upon education. Similar to the 
third reason, Agaton Pal in his book, The Resources, Levels 
of Living and Aspirations of Rural Households in Negros 
Oriental observed that "there 11re many parents who work 
hard to finance the education of their children. This is 
so because they look forward to a better earning capacity of 
their children, as the children who earn enough or .more than 
enough for their needs are the best ; old-age insurance of 
the parents" (Pal, 1963). 
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SOC IO-DEMOGRAPH IC PROFI LE 
POPULATION CHARACTERISTICS 
Total population for the three areas was 1,814 for 
1986. In 1982 it was 1,490. There was a general increase 
in the population of the catchment areas from 1982 - the 
total increase being 21.7% (324). This reflects a popu-
lation growth rate of 4.4%. National Statistics showed 
that the current growth rate in the Philippines is at 2.4%, 
whereas the acceptable growth rate is 2.08%. While there 
was an increase in the population, the size of the family . 
apparently remained the same from 1982 to 1986, i.e., 5 
to 6 members per family. 
Referring to figure3.2,of the total 1,814 residents, 
42.7% (775) were children fourteen years and below. In 
compar ison to 1982, the same age group population showed 
an increase of 10.2% (72). In addi t ion, of the the total 
population of 1 , 814; 3.6% (66) belonged to the aged group 
(65 years and above). Compared to 1982's aged population, 
this reflects a general decrease of .27.5% (25). 
With regard to the economically productive population 
- set at 15-64 years, the population for 1986 had 53.6% 
(973) (See Table 3.Z1. In 1982, the same population group 




POPULATION DISTRIBUTION BY AGE AND SEX 
1982 AND 1986 
(40) 5.2 65- 7.0 (51) 
(11) 1.4 .. 60-64 1. 2 ( 9) 
(16) 2.1 55-59 1. 7 (12) 
(25) 3.3 50-54 2.3 (17) 
(24) 3.2 45-49 '.,L3 (24) 
(35) 4.6 40-44 4.3 (31) 
(34) 4.4 35-39 5.4 (39) 
(49) 6.4 30-34 6.1 (44) 
(31) 4.1 25-29 6.7 (49) 
(57) 7.5 20-24 7.4 (54) 
(68) 8.9 15-19 9.2 (67) 
(116) 15.2 10-ld 11. 8 (86) 
(l04)" 13.6 5-9 17.0 (123) 
ns3) . 20.1 0-4 16.6 (121) 
20 15 10 5 0 0 5 10 15 20 
MALE FEMALE 
1982 
(38) 4.0 3.2 (28) 
J16) 1. 7 1.6 (14.) . 
(23) 2.4 2.3 (20) 
(30) 3.2 3.0 (26) 
(37) 3.9 3.7 (32) 
( 45) 4.7 5.1 (44) 
(49) 5.2 5.3 (46) 
(SO) 5.3 6.2 (54) 
(65) 6 .. 8 7.5 (65) 
(69) 7.3 8.7 (7 S) 
(118) 12.4 11.0 (95) 
(123) 13.0 12.8 (111) 
(141) 14.8 16.6 (143) 
(145) 15.3 . __ _ 13.0 (112) 





· POPULATION CHARACTERISTICS 
IN THE THREE STUDY COMMUNITIES 
CHARACTERISTICS 
......,.~19~6~2=---=-~~1~9Q6~6:..._:DIFFERENCE 
: NO• : % : NO. : % : C1962-1966 > : 
:1. Total Population : 1490 : : 1614 : 324 
:2. No. of Households 260: 311: 51 
:3. Average Family Size 5-6: 5-6: 
:4. Sex: nale 753:s1.2: 949:52.a: 1.1% 
Female 727:4e.6: 665:47.7: - 1.1% 
:s. Age Groups: . .. 
a. economically dependent. 
group 7§!4:5~.3: ~41:46.4: - §.§!% 
b. economically productive: 
arSi!J.112 696i46z7: 973:5~.§: §.9% 
c. female reproductive ... . . age groue 2§4: 1§!. 1: 379:20.9: 1.6% • 
:s. Educat.ional St.at.us: 
a. lit.erat.e 12012ulat.ion 994;~7.2:1227:66.~: - 1.0% 
b. illiterat.e 12012ulation 146: 12 ·~: 196: 1a .6: 1 .0% .. 
The data above shows that there was not much difference 
among the age characteristic of the population of the three 
areas. It also reveal~ that the population of the three 
areas are predominantly young - a large number of the po-
pulation belonging to the 0-14 years age group. This could 
be accounted for by the high birth rate in these areas in 
the past years. The high population growth rate, 4.4% as 
against the national growth rate of 2.4%, could be attri-
buted to the greater number of mothers within the age group 
15-44 than those within the 45 and above age group. Agaton 
P. Pal (1963) stated in his study on population growth that, 
"The ratio between the child bearing and the past-bearing 
age group is an index of potential population growth and 
dependency burden - considering wives who are 45 years old 
and above as past the child-rearing age, a low percentage 
of married women under this category indicates a very high 
population growth potentia~' 
Combining the age group 0-14 and the aged group 65 
years and above showed that 46.4% (841) out of the 1,814 
residents comprised the dependent population. This shows 
. 
an overall dependency ratio of 86.4%; meaning that for 
every 86 dependent individuals, there were 100 economically 
productive persons that took care of their basic necessi-
ties, i.e., food, clothing, shelter. In 1982, the dependency 
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ratio was 114.1% or 114 dependent residents to be taken 
cared of by every 100 economically productive residents. 
.. 
Having had an insight on the characteristic of the 
population and the dependency ratio, one could deduce 
several conclusions. First, despite the proportional 
ratio of dependents to productive residents, the level · of 
living per household is still low mainly d~e to a low per 
capita income. In effect, the earning portion of the 
population is still burdened. This is further aggravated 
by the presence of a high percentage of females in the 
population - 47.7% (865 . females). According to Agaton P. 
Pal, in a "carabao"plow" economy, like in the three areas, 
the activity requiring more energy are socially defined as 
men's work. As such, men and women are not equal earning 
units; a woman is less than an earning unit (Pal, 1963). 
Secondly, the children aging 0-4 who comprise 14.2% 
(257) of the population in 1986 and 18.4% (274) in 1982, 
required half or full time care of an adult thus depriving 
an adult of the chance for gainful employment. As observed 
in the three areas~ the female population, though a lesser 
income unit, was as active as the male popul~tion with 
regard to income generating activities. · This had caused 
in turn a tlecrease in the number of children entering pri-
mary education inasmuch as they had to take care of younger 
siblings. ~ 
With the high dependency ratio. low capacity to save 
was implied. When savings were negligible, investment was 
also negligible. From low investments, the volume of 
available consumer goods are much less than the demands of 
a growing population. 
In a young population, one may also expect a predomi-
nance of certain childhood and communicable diseases such 
as respiratory infections. In .addition, the presence of 
the aged residents and the type of occupation the popula-
tion had (majority of them being farmers and gold panners) 
accounted for a high incidence of musculo-skeletal ail-
ments, i.e., rheumatism. 
·. 
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. IMPACT EVALUATION OF THE -
MOBILE NURSING CLINIC 
EVALUATION Of THE MNC BASIC HEALTH SERVICES . 
Environmental Sanitation Faci+ities 
Changes have gradually occurred in the sanita-
tion of the environment in the three communities : 





__ n_=-=2~6~0___... ....... n_=~3~1~1_:DIFFERENCE 
--------------, :NO. : % :HO. : % : (1962-1966): 
: I• SOURCES OF WATER SUPPLY 
1 • sering 1 oeen well :2s0:100.0:13j;!t 42.6: §?.~ 
2. ei12ed wat.er 0: 0 :l?e: §7.2: 57.~ 
: 11. DRAINAGE DISPOSAL . . .• 
1 • •an it.art; - lined . 25: 9.6: 108: 34.7: ~5· l . 
2. uns~nit.ar:t; - unlined :235; 90.4:203: 65.3: ~5.1 
:I II• EXCRETA DISPOSAL I 
1 • sanit.ary - close pit.' : 
wat.er seal 37: 14.2:1~7: 47.~: ~3:& 
2. unsanit.ary - behind 
t.he bushes, open 
et t. a river :223: 6§. !;! : 164: 52.7: 3~. i 
:iv. GARBAGE DISPOSAL 
1 • eanit.ary - pit. ' 
burntgg 48: H~·§i t66: 5~.4: 34z~ 
2. unsanit.ary - open : 
dumping 1 river :i12: 81.5: 145: 46.6: 34.9 
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Open wells, the r.iost common water 
source before the implementation 
phase of the study in 1982. 
-
Since 1984, l'lore households 
had been using CPWS. 
In the three research areas, ground water (which . is · 
obtained from wells or springs) was the main source of 
water supply in 1982 - 100% (260 household?). In 1986, 
there was a shift to the utilization of piped-in water, 
either private or from a newly established centralized 
public water system (CPWS). Table 3.3 shows that in 1986, 
there were 57.2% (178 households) who used piped-in water 
supply in contrast to 42.8% (133 households) who made use 
of spring and open well water in 1982. It was observed 
however that the water taken from these sources were 
usually stored in containers and a few .plastic vats for 
storing water were still mossy with the bottom containing 
water residue. Majority of the household respondents 
claimed that they cleaned their water containers with 
soap and water and that they always boil their drinking 
water throughout the year. P. Harrison (Earthwatch, 1981), 
stated that the continuous use of dirty water sources and 
polluted storage containers have led to the appalling toll 
of water-related diseases and this could also be true in 
these areas. It was noted also that there was still 
inadequate supply of water in some of the sitios of the · 
three communities despite the establishment of CPWS. A 
number of the houses unreached by the water system are 
either located above the water source or situated at a far 
distance thus piping was costly and low water pressure 
prevents the upward movement of water. 
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· As to drainage disposal systems, there was a change 
in status. The use of unsanitary drainage systems, though 
still predominant, decreased in the three areas - 90.4% 
(235 households) in 1982 and 65.3% (203 households) in 
1986. There was a .progressive decline in the predominance 
of unsanitary drainage disposal systems (refer to figures 
in Table 3.3) and likewise an increase in open lined drai-
n~ge systems by 76.8% (83 households). In 1982 this form 
of drainage system was present in 9.6% (ZS .households) 
w~ereas in 1986, the same drainage system was found in 
34.7% (108 households) . . It was observed however that des-
p(te the presence of unsanitary drainage systems in the 
tbTee areas, there were no pooling or stagnation of conta-
minated water. -· This was probably due to the sloping 
t'Train_ of the three communities. 
In 1982, there was a predomi.nance of unsanitary 
m'thods of excreta disposal i~ the three areas - a total 
of 85.8% (223 households) as against 14.2% (37) households 
with sanitary excreta disposal. With the implementation 
and intensification of the environmental sanitation prog-
ram of the IDRC-MNC project in Phase 2, sanitary toilets : 
gained familiarity and usage. Thus, in 1986, 47.3% (147) 
households had sanitary toilets, i.e., close pit privy 
and water-sealed toilets bringing down the number of 
households with unsanitary toilets to 52.7% (164) house-
holds. 
A close pit privy in need of 
repair a.nd a roof and not quite 
·sa11itary. 
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A more sanita:r;y close pit 
privy: an improvisation 
from the more modern latrine. 
The presence of individual ~its as type of solid 
waste (a general term which includes garbage, rubbish, 
ashes, dead animals, animal manure and yard settlings) 
disposal was very low at 18.5% (48 households) in 1982. 
Still in the same year, the utilization of open dumping 
was predominant at 81.5% (212 households). In 1986, the 
number of individual pits have increased to 53.4% (166) 
households. In. addition, these same households favored 
burning their waste in the pits. It was observed however, 
that many households did not have the prescribed garbage 
cans or even if they had, only some were provided with 
covers. Among the containers commonly used for storage 
of solid waste inside their homes prior to disposal in 
their pits . were empty cans, boxes, plastic or paper bags, 
and baskets. Those who did not find containers just 
dumped their refuse in any corner, around the backyard 
or open fields and bodies of water. These practices 
allowed access to rodents and flies or resulted in soil 
and water pollution. In addition, the refuse were often 
scattered by domestic or stray animals. 
The aforementioned community changes re~resented 
increased community awareness of the dangers of unsafe 
environmental condition. These oositive chan~es coulrl be 
attributed to the work of the MNC staff during phase · 
2 of this research project . 
. This was borne out in the anecdotal report of the 
VCHWs and the first MNC staff on November 26. 1983 
which related the open resentment displayed by the resi-
dents of Sapuan, Coroz against the presence of the staff 
and the VCHWs because of their continuous reiteration to 
construct sanitary toilets and disposal systems. However, 
this was not enough to let the team give-up, instead they 
doubled their efforts in making the people aware of the 
linkage between poor sanitation and the proliferation of 
communicable diseases. It came to a point wherein the 
team thought that all possibilities of effecting a positive 
change in the people's attitude was exhausted as they did 
not observe any marked positive response from the community 
after several months. The team's relentless efforts how-
ever continued despite the initial adverse reactions of 
the people and their efforts were eventually rewarded when 
the community finally heeded their health teachings. By 
August 1984 (nine months later) when phase 2 of the pro-
ject ended, most households had constructed a sanitary 
pit privy, an evidence of the peoples' acceptance of the 
MNC-IDRC team's teachings on environmental sanitation·. 
On the other hand, the establishment of centralized 
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public water systems (CPWS) was the product of the inter-
1 inkages and partnership among health and other health 
related agencies and the community people, initiated by 
the · MNC staff. . It also exhibited the different · 
roles the nurses played, that of initiator, facilitator 
and coordinator - a pivotal aspect to the establishment 
of the centralized water system and the sustertance of 
interest among the community people to the project. The 
beginnings of the CPWS project could be traced back to · 
the health education activities done by the MNC staff, · 
in phases one and two, on the advantages of safe/potable 
water supply and sanitary environment as well as the ill-
effects of dirty water sources. This prompted the com-
munity residents to request help from the staff. Together 
with representatives from the government sector (Departments 
of Public Highways and Waterworks, and Social Welfare, 
Municipal Health Officers, Sanitary Inspectors), elementary 
school teachers, barangay officials and the VCHWs, assem-
blies were held in the three areas. Discussions revolved 
around the topics on types of supply needed in the project, 
setting of the outlets, labor and cash materials needed in 
the installation, and the development of a system of pro-
ject maintenance. Collaboration among these various man-
power resources brought about successful implementation 
of the project. 
However, there was slow progress in environmental 
sanitation despite intensified environmental campaign. 
This could be attributed to several factors, namely: 
(a) The perenial destruction of waste and 
solid waste disposal systems by strong 
winds and typhoons since the structures 
were only built with very light materials 
as bamboo and cogon grass. 
(b) Time constraints imposed upon by occu-
pational activities. Members of the 
community go to the farm at the crack 
of dawn and come home only at sunset. 
(c) The low priority given to sanitation due 
to~the people's perception of poor sani-
tation as not a serious health threat; 
(d) At times because of sheer laziness among 
the responsible members of the households. 
As a result, unsanitary environmental conditions have 
remained to be one of the principal factors in the trans-
mission and spread of infectious diseases, specifically 
gastrointestinal infections. 
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: I • 
Maternal And Child Health Care 
Antepartum Care 
TABLE ·. 3.4 
DISTRIBUTION OF REPRODUCTIVE AGE 
GROUP POPULATION (RAGP) 
:PERCENTAGE 
REPRODUCTIVE AGE GROUP :DIFFERENCE 
~~~------~------:<1982-1986): 
1982 1986 
:Ho.: % :No.: % 
Maternal Hon-Risk Group: 
20 - 34 :t4?: s1.8:194: s1.2: - 0.6 
:II. Maternal Risk Group 
1s - 19 : s?; 2a.e: 95: 22.4; - 1.2 
as - 44 : ?0: 24.e: 90: 21.1: - a . s 
The female reproductive age group population (RAGP) 
- both married and unmarried, aged 15-44, for 1986 was 
,379 females · or 20.9%-. In 1982, the same population group 
was at 19.1% (284). This reflects a percentage increase 
of 25.1% (95) from 1982 to 1986. 
Further, data collected revealed that the maternal 
risk groups (age ranges 15-19 and 35-44) comprised 48.8% 
(185) of the RAGP in 1986. The same group classification 
was at 48.2% (137) of the 284 families in the RAGP in 1982. 
Due to the high percentage of mothers belonging to 
the maternal risk group, the project had prioritized 
close supervision and holistic care to this target popu-
lation. Series of interventions undertaken were guided 
with the principle of ensuring safe delivery of the infant 





DISTRIBUTION OF PREGNANT~ 
WITH AND WITHOUT PRENATAL CONSlfLTATIONS 
• : PREGNANT WOMEN 
~~~1~9~8:2~ --'-~~~1~9~6~6~~-:PEKCENTAG~-~ 
l=A~P---""C=A=S=E=S~--"5~6~l~A=P--'C=A=S=E=S'"'-=~5~4lDIFFERENCE : 
HO. % NO. % !C1962-1966>l 
:A. Wit.h Ant.epart.um: 
Check-up . : 
1 • Home 4 7. 1 18 33.3 26:-2 
2. Privat.e Clinic: 11 19.6 0 0 : - 19.6 
3. Rural Healt.h 
Unit, 5 6.9 4 7.4 1.s 
4. Government. 
Hospit.al 2 3.6 6 11. 1 7,5 
: ·s. Privat.e 
Ho9pit.al 1 t.6 0 0 1.e 
:a. Wit.hout. Ant.e-
part.um check-up 33 56,9 26 46.1 - 10.6 
As reflected in Table 3.5, there were 56 antepartum 
cases in 1982. In 1986, antepartum cases totalled 54. 
This reflects a percentage decrease of 3.6% (2). (For 
those who read the final report of the first study, it 
must be pointed out that the seventy antepartum cases 
reflected in that final reoort, page 67, was from the 
period Septe~ber 1982 to Miy 4, 1984 ; ) · , 
In comparison to 1982, Table 3.5 discloses a higher 
turn out of antepartum cases (AP) who sought prenatal 
consultations in 1986. Twenty-eight AP cases in 1986, 
had anteoartum check-ups. In 1982, 58.9% (33) pregnant 
mothers ~rom a total of 56 AP case~ did not ' seek pre-
natal care. 
Parallel comparison of AP cases who utilized health 
facili t ies for consultation in 1982 and 1986 revealed 
that utilization of the home and Government Hosoitals 
remarkably increased in its utilization - from 7.1% (4) 
to 33.3% (18) for the home and 3.6% (2) to 1~.1% (6) for 
Government Hospitals. Utilization of private clinics was 
highest at 19.6% (11) in 1982. 
The increased number of AP visits were attributed · to 
the following: first, the accessibility of the facility; 
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secondly, the availability of health personnel present in 
the community such as the midwife, Volunteer Community 
Health Workers, and the MNC nurse; the improved financial 
capability of some families to pay the cost of AP visits 
especially when consultations were done in private clinics/ 
or private hospitals; and lastly, the high degree of a~are­
ness and perception of the family as to the importance of 
having prenatal .check-ups most especially during the first 
and third trimester of pregnancy. 
An AP check-up conducted during an 
MNC home visit in the area by an MNC staff. 
AP services conducted in the home of antepartum mothers 
were provided by the VCHWs. These .visits were frequently 
accompanied by the MNC nurse (none of the VCHWs was 
trained/untrained "hilot"). The services rendered were 
primarily preventive and promotive in nature. Assessments 
were done to determine high risk mothers with appropriate 
referrals as indicated. The plan of care was more on 
health teachings about proper nutrition, hygiene, exercise 
and the encouragement of clients to have regular prenatal 
check-ups. An increase in the utilization of VCHWs for 
antepartum care was brought about by: . (a) the VCHWs' 
commitment to performing their tasks; (b) the confidence 
of the pregnant mothers in the VCHWs' skills in rendering 
prenatal care, and (c) the increasing acceptance of the 
role the VCHWs play in maternal and child care services 
by the women of the community. 
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The VCHWs' efforts in providing adequate antepartum 
care was evident in the increased awareness and knowledge 
of the respondents on the importance of proper nutrition 
for pregnant mothers ~n assuring a safe and healthy state 










Knowledge Of Respondents On Foods 
Pregnant Mothers Should Eat 
FIGURE 3. 3 
DISTRIBUTION OF FOOD ITEMS 
THAT PREGNANT WOMEN SHOULD 
EAT AS PERCEIVED BY RESPONDENTS 
"t 
!!:I 
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Vegetables, fish, meat and eggs; fruits and tubers 
were consistently ranked high as food preferred for 
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pregnant mothers, from the initial phase to phase 3 of 
this study in the three areas (see Figure 4). In 1986, 
tubers was ranked higher (rank 3) than fish/meat (ranked 
4th as compared to · it being ranked 3rd in 1982). The 
difference in rank was insignificant as shown by the 
Wilcoxon-Signed Rank Test. 
Like most parts of the archipelago, rice is still 
the staple food of the community people along with root-
crops/tubers and vegetables. Abundance of these items 
in the areas explains why it appeared to be .the common 
foods eaten by pregnant mothers. Seldom was it observed 
that regular meals of a family had meat and fish - most 
meals were abundant in carbohydrates. 
· ~espite the respondents' awareness . of the importance 
of proper nutrition specifically for pregnant women, 
· financial constraints made people turn to just about any 
kind of food, eating what is available and what they can 
afford. ·Prevalent was the tendency towards quantity of 
consumption rather than ·of quality. In support of the 
contention that respondents were aware of proper nutri ~ 
tion, it was elicited from them that proper nutrition 
for a pregnant mother was necessary for the ·development 
of a healthy baby even during his intrapartal life. 
Births 
TABLE 3.6 
BIRTHS ACCORDING TO ATTENDING PERSON 
IN THE THREE RESEARCH AREAS 
ASSISTING 1962 1966 :PERCENTAGE : 
PERSONS IN :DIFFERENCE : 
t DELIVERIES :No. % :Ho. % :C1962-1966): 
!Household nembar/VCHU 30 69.61 43 66.0! 16.2 
:Herbolario 6 13.9; 1 2.0: - 11.9 
!Profeseional Heal~h Worker: 7 16.3! 6 12.01 - 4.3 
TOTAL 43 !109.0! 50 !100.01 
!Bir~h Ra~e/1000 Popula~ion! 29/1000 : 26/1000 ! 
: !popula~ionlpopula~ion: 
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In 1982, there were a total of 43 births. This 
increased to 50 births in 1986. Computed birth rates for 
the two years yielded a crude birth rate of 29 births per 
1000 ~opulation in 1982 and 28 births per 1000 population 
in 1986. 
As shown in the same table, a total · of 86. 0 % ( 43) 
births were attended to by a household member in 1986 fol- . 
lowed by deliveries handled by professional health workers 
at 12.0% (6 births). In 1982, majority of the deliveries 
69.8% (30) were assisted by household members. In 1986 
however, the husband or a relat~ve of the mother in labor 
was almost always assisted by i VCHW within the vicinity. 
Births atteqded to by household members were still frequent 
even in 1986. Births attended to by professional health 
workers (either the nidwife assigned in the community or 
the doctor/nurse at the nearest hospital) was highest at 
16.3% (7) in 1982. The utilization of an herbolario 
for deliveries was most popular at 13.9% (6) in 1982, how-
ever, this declined enormously to only one in 1986. This 
could probably be due · to the people's increasing confidence 
on the expertise the VCHWs and .health workers have on the 
conduct of safe deliveries as compared to herbolarios. 
The inaccessibility of the health care facility most 
of the time was the nrimary reason why deliveries were 
still done at home. Moreover, the high cost of hospitali-
zation prevented the family from bringing the expectant 
mother to the hospital. In complicated cases, though, the 
mother was brought usually to a government hospital for 
medical management. The VCHWs played an important part in 
the intrapartal care and reporting of births particularly 
in the sitio he/she was assigned. Although the VCHWs seemed 
to have done a good job in assisting in home deliveries, one 
µroblem clearly stood out. None of the VCHWs was a hilot, 
whether trained or untrained, and the VCHW training conduc-
ted in phase two was also inadequate in terms of the skills 
training related to deliveries. 
Positive past experiences of the community people in 
the use of the MNC and VCHW maternal and child care services 
have enhanced the accentance of the MNC team as a vital 
factor in the collaborative effort to improve maternal and 
child health. These experiences in turn paved the way to 
the acceptance of the VCHWs' capability of providing adequate 
ante and postpartum care. To cite one incident in phase 2, 
the IDRC team on arrival in Coroz one early morning was met 
by a confused VCHW trainee. The team was led to sitio 
Riverside (an hour walk through a narrow and steep foot 
trail) where a mother was found to be in dry labor with 
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profuse bleeding. On appraisal of the danger state the 
mother and her unborn child was in, the team decided to 
conduc t her to the hospital. Unable to find clean clothing 
for the mo t her, the VCHW even had to borrow a "tapis" (wrap 
around skirt) from a neighbor. On the way to the hospital, 
the team met the husband, who at the break of dawn had 
started hiking .for two hours and would have hiked for appro~ 
ximately four hours more to reach the nearest hospital. 
This is just one of the many instances· where the 
mobility of the Mobile Nursing Clinic proved to . be very 
i mportant. A life threaten ing situation which could have 
probably ended tragically was successfully resolved by the 
VCHW and MNC staff ' s timely intervention. 
Postpartum Care 
The VCHW usually conducted a postpartum visit to the 
mother and her newb.orn. VCHW activities for the postpartum 
mother included health t eachings on personal hygiene, exer-
cise and nutrition. These were actompa:ilied :with ·instructions on 
child care which included umbilical cord care, milk feeding, 
bathing, supplementary food introduc tion at different stages 
and proper handling of infant. 
TABLE 3.7 
DISTRIBUTION OF POSTPARTUM MOTHERS 
WITH AND WITHOUT POSTPARTUM CARE 
1962 1966 :PERCENTAGE 
POSTPARTUn n = 43 n - 50 : DIFFERENCE 
noTHERS :Ho.: % :Ho.: % tC1962- 1966) : 
: A. With postpartum care by: : 
1, Rural Health ftidwife: 2 4.7: 3 6.0: 1.3 
2. VCHWs : e 1e.6: 26 56 • 0 : 37 • 4 
:e. Withoyt postpartum care:33 76.7:19 36,0: 36.7 
In 1982, from the 43 mothers who gave birth within 
the data collection period, 76.7% (33 mothers) did not 
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avail of postpartum care services. The number remarkably 
decreased to 38.0% (19 mothers) without postpartum care 
in 1986. Eight or 18.6% mothers received postpartum care 
from the VCHWs and 4.7% (2 mothers) had postpartum care 
.from the rural health midwives in 1982. Mothers receiving 
postpartum care from VCHWs and midwives increased to 56.0% 
(28) for the former and 6.0% (3) for the latter . in 1986. 
Failure of some mothers to avail of postpartum care 
was due to the following reasons: 
"' a) The difficulty in hiking through long 
narrow and rugged foot trails · to r'each the 
health center to avail of postpartum 
care services 
b) The low priority given by mothers to the 
importance of postpartum check-ups as 
against the immed1ate need to resume in-
come generating activities 
c) More often than not, mothers complete 
the postpartum period without any 
complications . 
Family Planning Acceptance 
Family planning is one of the priorities related to 
responsible parenthood that was widely encouraged of the · 
married couples. 
Apparently, ·despite massive advertisements to moti-
vate and reassure the people, ambivalent acceptance 
still persisted regarding the advantages and benefits of 
family planning practice. Generally, rhythm and withdra-
wal were the most popular family planning methods used in 
.- 1982 and 1986 (refer to Figure 3.4). Worth mentioning, 
was the . increase in the number of mothers of the repro-
ductive age group submitting to tubal ligation, from 4.0% 
(10 mothers) in 1982 to 6 . 5% (20 mothers) in 1986, - this 
being significant due to its terminal characteristic. 
However, the number of families not using any form of 
contraceptive greatly exceeded the family planning accep-
tors even during the previous year 1982. · 
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FIGURE 3 . 4 
Distribution of Family Planning 
Methods Currently Used By Married Women 
11112 
Among the reasons elicited from accept ors of family 
plann i ng were: 
as: 
(a) Personal desire to limit the number 
of children. 
(b) Recognition of the expense involved 
in rearing children thus spacing of 
child~en was deemed necessary. 
(c) Poor health condition of the mother 
and very difficult period of concept ion. 
On the other hand, non-accep t ors had rea sons such 
(a) Fear of adverse effects especially 
of pills, IUD and ligation - most 
, often based on hearsay and supers t i-
tious beliefs. This was closely related 
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to taboos against women touching 
their own bodies (even more dis-
couraging for a couple to think of 
the doctor.performing the insertion 
of the device). 
(b) Lack of supply of family planrting 
devices in the rural health centers 
not to mention that one had to have 
the money to buy a new set of pills 
every month. 
(c) Uncooperative husbands mainly for the 
reason that fathering many children 
was always a great source of pride, 
and was seen as an assertion of one's 
masculinity or "pagkalalake". ,..-- There 
· was also a pervasive tendency to 
value "fruitfulness" - to admire women 
who conceived easily and had many 
children (such fruitfulness was a 
blessing from God, seemed to show a 
certain grace and quality of being one 
with the world). 
(d) The perception that big families 
offered security in one's old age, 
and older children usually lessened 
the workload of both moth~r and father 
by helping in the work at home and in 
the field; and of course having more 
children increases one's chances of 
having at least one child who will be 
intelligent, ambitious, successful -
and rich! · 
(e) Children represented wealth instead 
of liability in a sense that the financial 
investment of a rural family in a · 
child was actually not very great, as 
there was usually· no hospitalization, 
no milk purchased, no visits to the 
pediatrician - and no schooling beyond 
the free elementary grades unless the 
child had proved himself. 
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Nutrition 
Based on previous studies reported by WHO (1978), 
babies born from well-.fed mo t hers had physical advantage. 
They weighed more, and their body measurements, crown-heel 
length , head, chest and mid-arm circumference were larger. 
Six months later, these babies still maintained an advan-
tage on the growth stakes through breastfeeding. · 
Infant health is related to breastfeeding because 
of the .nutritional content and natural immunizing agents 
conta ined in breastmilk. This is most evident in fully 
breastfed infants. 
From the results gat hered in the: impact- evaluation . study 
most mo thers were noted to wean their babies during the 
12th month of life and in some instances, children were 
weaned as late as two to three years of age. lt"was also 
found out that fewer children from ages 0-2 were malnou-
rished compared to the number who were undernourished 
within the age range 3 - 6 years. 
FIGURE 3.5 
TYPE OF MI LK CO N SIDER E D 
B EST FOR INFANTS AS 
PERCEIVED BY R ESPON DENTS 
er.astmilk Can<Mn••d . Milk 
· Powdered Miik l!:vaporated Miik 





Breastmilk as the best milk for infants was consis-
tently ranked number one in 1982 and 1986. This was 
followed by powdered milk. Evaporated milk was the last 
choice of milk feeding for the three areas. 
The overwhelming preference of breastmilk to other 
types of milkfeeding could be accounted for by the follo-
wing: 
(a) Since most births occur at home, 
breastfeeding immediately start within 
the first 24 hours. This also facili-
tates early bonding between mother and 
child - a crucial event during this 
period. 
(b) Breqstfeeding had been accepted as a 
soci~l phenomenon - an integral part 
of motherhood. ·As such, one would 
observe . mothers breastfeeding in pub-
lic with no apparent inhibitions. 
(c) As mentioned earlier, the female popu-
lation is as important as the male 
population in economic activities. A 
four day postpartum mother usually 
resumed her activities of daily li-
ving to the extent of bringing along 
her baby to the field's work area 
especially ·during the peak harvest 
periods and productive months. In 
these cases, the inconvenience of pre-
paring milkfee.ding other than breast-
feeding drives the mother to choose 
the latter, considering the financial 
aspects involved iJ?- the former; and 
(d) Breastfeeding program was visible in 
the three areas. Campaign materials 
included posters of mothers breastfee-
ding infants with concomittant brief 
discussion on the advantages of breast -
feeding. This was coupled by the 
MNC's constant reiteration to mothers 
to practice breastfeeding during 
parents'classes and individual confe-
rences. 
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Breastfeeding: An age-old 
tradition among the womenfolk 
Though majority of the mothers breastfed their -ha- . 
hies, a considerable number still fed their babies with 
evaporated, condensed or powdered milk. Among the rea-
sons given were: 
(a) Minimal or lack of breastmilk - this 
was not surpr1s1ng since there were 
mothers who were evidently mal-
nourished. 
(b) Mother worked in. the field and the 
infant was left at home under the · 
care of another family member. 
(c) Mother was sickly. 
The weaning age of infa.nts and children var.ied from 
family to family, although 12 months had been the general 
practice. In extreme cases, some mothers weaned their 
babies as early as 2 months old and some as late as 36 
months old. 
Aside from milk, infants were also given supplemen-
tary feedings, the most common of which were rice am or 
porridge, sweet potatoes, fruits, Cerelac (a commercial 
supp~ementary food) and vegetables. ~hese foods were 
introduced as early as two months. 
The progressive practice of breastfeeding among the 
nursing mothers from 1982 to 1986 possibly played an 
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important part in the decrease of births. This is in line 
with the studies cited in People (Volume 2, 1984) which 
have proven that "in most parts of the- developing world, 
more births are avert~d in any given period by breastfee-
ding than by any other method of family planning." · Simi-
larly, WHO, 1981, contended that breastfeeding helps 
parents to space their children. The changes (womb con-
tractions during breastfeeding and the delay of menstrua-
tion in nursing mothers) resulting from breastfeeding 
helps in spacing children, however, it is not a certain 
way of avoiding pregnancy. If parents want to be sure of 
not having another baby too soon, they should use another 
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Weighing in the three areas were done at specific 
time points - June, October and February. As reflected 
in the table above, majority of the children's (aged 0-6) 
weights were within the acceptable levels (normal and -
first degree). In 1982, 25 and 3 belonged to the second 
and third degree malnourished category respectively~ This 
increased to ~ 63 second degree and 15 third degree mal-
nourished cases in 1986. In 1982, 73.6% (257) children 
of the target population of 349 were ·wejghed. In 1986, 
the number of children weighed increased to 94.3% (366) 
of the target population of 388. Also shown in Table 
3.8, a greater number of undernourished children were 
within the age range 0-2 in comparison to the undernou~ 
rished within the age range 3-6 in 1982. However in 1986, 
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the figures were reversed, with the bulk of the malnou-
rished children within the ages 3-6. This supports the 
contention that breastfed children are likely to be more 
properly nourished than those who w.ere not breastfed. 
WHO, in its publication of the "Guidelines for Training 
Communi'ty "Health WOrkers in Nutrition" in 1981, asserts 
that "breastmilk contains the right mixture of fats, su-
gar, and ~roteins for a growing baby. Therefore it is 
easy to digest. It also contains protective substances 
against the germs that cause diarrhea and some cough 
and colds. An infant who is 3 months old needs 600-700 ml. 
of milk per day" - a requirement which a breastfeeding 
mother could readily give to an infant since in breast-
feeding there is a special mechanism of demand and supply 
{the more often a baby sucks, the more milk the mother 
will produce). Due to the ~ide shifts that occurred 1n 
the weighing of the target population, it was difficult 
to ascertain if the figures reflected real changes in 
nutritional status. 
Implied further from the findings is that the intro-
duction of supplementary food to children especially after 
weaning is still faulty. Studies conducted under the WHO, 
(1981), concluded that breastmilk, though an excellent 
food for infants is not enough to make an infant grow by 
the fourth or fifth month. · Other foods are also needed. 
The introduction of supplementary feeding however is not 
an easy task as the feeding practices are influenced by 
existing customs and traditions, religious beliefs, socio-
and economic variables. 
An investigation into the nutritional status of 
weighed children in 1982 was done to determine effects of 
the nutritional campaign program of the research project. 
Of the 257 children weighed in 1982, 44.4% (114) children 
were beyond the age range 0-6 in 1986. However, for pur-
po~es of evaluating change over a period of time in a 
specific cohort (aged 0-6 in 1982) the original children 
who were beyond six years old in 1986 were still weighed 
and included in the group. The 'MNC staff was · able to 
weigh 52.6% (60) children beyond age six in 1986. 
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TABLE 3.9 
CROSS TABULATION OF THE NUTRITIONAL STATUS OF THE SAME 








:Normal 92 ; Bl 6 2 0 ! 
:Fir&t. Degree 83 ~ 31 50 2 0 : 
:second Degree: 11 : 2 : 5 3 0 
:Third pegree 1 - : 0 0 1 0 








Eighty one of the 92 children within the norm.al le- . 
vel of nutrition in 1982 remained at a normal state; eight 
stepped down to first degree and two were classified under 
second degree malnourished. In addition, one was over-
weight. From the 83 children classified under the first 
degree undernourished in 1982; the status of 31 was im-
proved to a normal state; SO remained at first degree and· 
two were classified as second degree malnourished. Seven 
of the 11 children under the second degree undernourished 
in 1982 progressed to acceptable limits of good nutrition 
in 1986; three were still at a second ' degree category and 
one was found to be overweight. The lone third degree 
malnourished in 1982 was upgraded to a second .degree level 
by 1986. 
A review of the overall nutritional status of the 
187 children weighed showed that 114 were normal (92 in 
1982); 63 fell under the first degree level of malnutri-
tion (83 in 1982); and 8 were within the second degree 
classification (11 in 1982). No one was found to be at 
a third degree level of malnutrition in 1986. ·t·'. 
A part of these favorable resul t9 could be· attribu-
ted to the MNC Staff and VCHWs' activities - that of: 
"Operation Timbang" (Operation Weighing), health teachings 
on proper nutrition, cooking demonstrations which were at 
times coordinated with the MSSD (Ministry of .Social Ser-
vices and Development) aml the establishment of "Day Care 
. Centers''. Aside from the projects' interventions, the 
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positive change could also be traced to free supplementary 
feedings in day care centers provided quarterly by the 
government through the. Department of Health. Supplementary 
feeding rations consisted of skimmed milk, corn meal, dried 
fish, rice and mongo. 
Feeding sessions which was supposed to be conducted 
once a week in Day Care Centers have been conducted on 
irregular intervals due to inadequate food supply from the 
government sector. This, coupled with the fluctuating 
participation of the children in feeding activities have 
brought about the relatively high incidence of undernourish-
ment despite the health measures already employed. 
Immunizations 
Immunization is an important component of maternal 
and child care. Most often, the midwife under the Pro· 
vincial Health Office with the MNC · staff and VCHWs 
of the community hand~es the immunization program at least 
thrice during the year specifically during the months of 
March, June to July, and . October to November. They either 
conduct home visits or arrange for outreach immunization 
sessions in the school premises and the barangay health 
station. In this way the comp1etion of the two rounds 
for BCG and three rounds each for OPV and DPT are assured. 
Assessment of the services of the immunization prog-
ramme in the three areas was based on the following cri-





Very successful - when immunization co-
verage is between 75% to 100% of the tar-
get population (0-6 years of age) 
Moderately successful - when immunization 
coverage is between 50% to 74% of the 
target population (0-6 years of age) 
Not very successful - when immunization 
coverage is between 25% to 49% of the 
target population (0-6 years of age) 
Not successful - when immunization cove-
rage is below 26% of the target popula-
tion (0-6 years of age). 
FIGURE 3. 6 
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Based on the foregoing criteria, one can say that 
the BCG (Bacille-Calmette-Guarin) i mmun i zation programme 
was moderately 'uccessful, with 55.3% coverage of a tar-
get population of 349, (See Figure 3.6) in 1982. The same 
progr amme remained moderately successful ( 51. 8.% coverage 
of a population of 388) during the year 1986. OPV (Oral 
Polio Vaccine) and DPT (Diptheria-Pertussis-Tet anus) im-
munization programs were not successful at all in 1982. 
These particular programs s howed improvement in 1986 but 
were still considered "not very successful". Immunization 
.Programs against measles and cholera-typhoid (CT) were 
also not successful in 1982 as well as in 1986. 
Poor cooperation of the community people in immuni-
zation programmes were observed to be due to: 
(a) the time and effort needed by busy mo-
thers to have their children immunized 
especially if,they have to walk a long 
way , pay for transport or to remember 
when to come again . 
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(b) some people feared immunization be-
cause they have heard that they made 
healthy children sick. Most often 
this was an offshoot of inadequate 
briefing of mothers as to what to 
expect after the introduction of a 
vaccine, i.e., fever. 
(c) others believed that measles and 
whooping cough were a normal part of 
childhood. In their experience, most 
children recovered without any dif-
ficulty. They have heard of immunized 
children sometimes catching also the 
disease, thus believing that vaccines 
were of no help. 
(d) vaccine supplies were inadequate on 
occasions hence, coverage of target 
population in the three areas were 
unmet. · 
It is expected though that the revisions made by the 
Department of Health as to the start of immunizations in 
the age group 0-6 would effect favorable results to the 
program. Whereas in the past, immunizations were initia-
ted to children aged 3 months, in December 1986, immuni- · 
zations were already given to children as young as one .to 
one and a half months. 
Ilihess, Cause and Management 
Common Illnesses As reported By The Respondents 
The retrospective nature of data collection on ill-
ness pattern in the past nine months precludes an adequate 
· quantification of the prevalence of specific illnesses, 
their severity and duration. Therefore, the respondents 
were asked about the common illnesses .that occurred in the 
· household for children and adults, the health providers 
sought and the management given. 
66 
TABLE 3.10 
COMMON ILLNESSES AS REPORTED 
BY THE RESPONDENTS 
1962 connoH 
ILLNESSES :No.: % : INCIDENCE:Ho.: 
: RATE/100 : 
:POPULATION: 
:Respiratory Tract: 
Infections :377: 42.5: 25 57: 
:Gastrointestinal : 
Infections :204: 23.e: 13 27: 
:Viral Irifections :193: 21.?: 39: 
12 : 
:others _:114: 12.e: 18: 
: 7 
1966 
% : INCIDENCE: 











TOTAL :eee:100.0: :141: 100 .0 
The ·above table· shows the prevalent ·disease 
entities that had been commonly occurring in the three 
research areas as recalled by the respondents. Whereas 
there was a total of 888 reported sick cases by the res- · 
pondents in 1982, there were only 141 sick cases reported 
in 1986. This represents a decrease of 747 morbid cases. 
The predominance of respiratory tract infections (cough, 
colds, influenza) was noted from 1982 to 1986. From 42.5% 
respiratory cases in 1982, it decreased to 40.4% in 1986. · 
Gastrointestinal infections, i.e., diarrhea, amoe-
biasis and parasitism, followed respiratory infections. 
It constituted 23.0% of the illnesses reported in 1982 
and declined to 19.1% in 1986: Whereas the incidence of 
gastrointestinal infections declined through the years, 
viral infections such as measles, mumps, and chicken pox 
had increased from 1982 to 1986. In 1982 there were 193 
or 21.7% viral infection cases of the 888 total case load. 
In 1986, the total number of cases reported drastically · 
declined to 141 only. Thirty-nine or 27.7% were viral 
infection cases. 
Other ailments encountered were rheumatism, goiter, 
hypertension and the like, although these remained to be 
low in prevalence all throughout the years. 
Looking into the incidence rates, one would note a 
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general decrease. For respiratory tract infections, the 
incidence rate had declined from 25 per 100 population in 
1982 ' to 3 per 100 population "in 1986. · Gastrointestinal 
infections had a similar trend from 14 per 100 population 
to 2 per 100 population for the two years being compared. 
This was also true with the viral infection · cases, although 
in comparison to the other reported cases, the percentage 
increased. Other illnesses had the ~ame reduction from 8 
per 100 population to 1 per 100 population. 
December to August were the observed peak months for 
the occurrence of respiratory infections while no specific 
months were noticed for gastrointestinal illnesses. 
Despite the known uncomplicated treatment of these 
simple communicable diseases at the basic primary health 
cat.e level, reduction of the incidence to acceptable levels 
have not yet been attained due to the following reasons: 
(a) the predominance of the younger (0-6 
years of age) arid the older (65 and 
above years of age) population, these 
being the most susceptible groups; 
(b) inadequate knowledge on the part of 
the community members as to the cau-
sation of the diseases and degree of 
communicabili tr,• 
(c) the still existing scarcity and unpro-
portional ratio of health providers 
at the primary health care level des-
pite the presence of VCHWs in the 
population needing health care; 
(d) fluctuations on environmental tempe-
rature especially during the wet sea-
son - coinciding with the peak periods 
for planting and gold panning, aggra-
vated by lessened resistance of the 
people due to inadequate rest and food 
intake; 
(e) improper sewage and waste disposal - a 
conducive breeding site for ·. insects, 
fungi and bacteria, ' coupled with pol-
lution of ground water and shortage of 
potable ·water sources. 
The decrease in the incidence rate of the diseases 
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was a positive sign that the various health care activities 
implemented were effective and contributed in at least con-
trolling the spread of communicable diseases. 
Further analysis of the prevalence of the four cate-
gories of illnesses among the households utilizing and . not 
utilizing VCHW services · was done. The results are shown 
in Table 3 .11. 
TABLE 3.11 
DISEASE PREVALENCE AMONG THE USERS AND 
NON-USERS OF VCHW SERVICES, 1986 
:TOTAL: U§ERS NON-USERS:PERCEHTAGE: 
:connQN ILLNESSES :CASES: NO.: % NO.: % :DIFFEREHCE: 
. :Respirat.ory Tract.: 
: Infect.ion§ : 57 27 47.4: ~0 52.6: - 5.2 
:Gast.ro-int.est.inal: 
: Infect.ions 27 7 25.9: ~0 74.1: - 46.~ 
:viral Infect.ions 39 16 41.0: 23 59.~: - 1610 
:ct.hers 16 7 ~6.s: p §1.1: - 22.2 
TOTAL 141 57 40.4: 64 ~9.§: - 19.~ 
An overall picture reflects that these illnesses 
occurred more often in households who were non-users of 
.. .. 
VCHW health services - 59.6% of the 141 reported illnesses . _ 
in 1986 occurred in non-users and 40.4% in the users of 
VCHW se:rvices. From. these data, · it can be inferre~ :· that the 
VCHWs' services were vita1 · to the promotion· of health ·at the 
basic level, to early detection of diseases and immediate 
application of interventions thus,preventing the progress 
of these diseases to irreversible conditions. These 
changes were perhaps possible only because of the adequate 
and intensive training afforded the VCHWs, the provision of 
decision-tree protocols which aided them in arriving at 
appropriate dispositions of encountered clinical problems, 
and the increased sense of responsibility among the commu-
nity residents as to early seeking of proper care for the 
sick member in their family. 
The presence of the said communicable diseases in 
the three communities was observed to be closely related 
to the respondents' view of their health status. 
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TABLE 3.12 
PERCEPTION OF HEALTH STATUS 
BY RESPONDENTS SCORED ON A SCALE 1-5 
19§~ 196§ 
SCALE;; NO. % NO. % 
: N1ed!1! Imerovement. c 1); ~4 13. l 4 1.3 
:fair (~): 51 l9+6 45 14.5 
:~11:.i!!fact.grx: (3): 99 3e.1 §§ 21.2 
: verx: Sat.isfact.orx: (4)f 56 21 !5 F5 ~6.~ 
: !il:Ss:e l lent. q;p: ~! ?.? ~l 6.7 
TQTAL= 2§0 1!010 311 10!+0 
!1EftN SCORg 2.91 ~.5~ 
T-t.est. value = 3,2969S 
t. .es ... 1.ee0 
s • •ignificant. 
Table 3 .12 reflects that in 1982, .a great portion 
(38.1% or 99) of the respondents have viewed their health 
to be at a satisfactory level. In 1986, 56.3% (175) res~ 
pondents perceived their health to be at a very satisfac-
tory level. While there were 13.1% (34) and 19.6% (51) · 
respondents who claimed that their health status needed 
improvement and was at a fair level, respectively in 1982; 
only 1.3% (4) respondents assessed th.eir health status to 
be needing improvement and 14.5% (45) asserted that their ·· 
health status was at a fair level in 1986. 
Average mean score on health . status was computed to 
be at 2.91 in 1982. This increased to a mean of 3.53 in 
1986. The T-test showed that the difference between the 
two mean scores was significant at a 5% level. There was 
a significant change in the respondents' perception of 
their health status from an unfavorable perception to a 
more satisfactory/favorable level. 
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Perceived Common Causes Of Illness 
Causes of illness were classified into two major 
categories - those with scientific basis and the others, 
nature-based. 
TABLE 3.13 
DISTRIBUTION OF COMMON CAUSES OF . 




n = 260 n = 311 :DIFFERENCE 
tNO. % :No.: % :ct982-1966>: 
:scient.ific Basis: 
Poor Hygiene 11 4.2: 54: 17.4: 13,2 
Inadequat.e Keet. 22 a.s: e2: 26.4: 17.9 
Cont.act. Wit.h Sick Persons: 0 0 91: 29.3: 29.3 
Poor San it.at.ion 19 7.3: 62: 19.9: 12.s 
Inadequat.e Food 11 4.2: s0: 16. 1: 11.9 
:Nat.ural Causes: ! . 
Exposure t.o Hot./Cold • • •, .. 
Temperature : 62 23.a: 64: 20.5: 3.2 
Evil Spirits 4 1 .5: 23: 7.4: 5,9 
Ka ins 24 9,2: 48: 15.4: 6.2 
Act. of Divine Providence 19 7.3: 23: 7.4: 0. 1 
:oon't. Know 48 1a.s: 9: 2.9: - 15.6 
In 1982, a large number of the respondents strongly 
claimed that illnesses were due to natural causes. Only 
a small number of the respondents in 1982 believed that 
illnesses were caused either . by poor hygiene, inadequate 
rest, poor sanitation and inadequate food. Among the na-
tural causes, 23.8% (62) of the respondents enumerated 
extreme exposure to hot/cold temperature as the common 
cause of illnesses, followed by rains. Evil spirits as 
causing illness was the most unpopular. In 1986, there 
was a remarkable shift from nature-caused to scientific-
based perception on the causes of illness. Contact with 
sick persons (signifying awareness of contamination) was 
perceived to be the most common cause of illness from 
among the causes mentioned with scientific basis. This 
was followed closely by inadequate rest, poor sanitation 
and hygiene. 
This significant change in the community peonle's 
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perceptions on causes of. illness reveals a growing aware-
ness and increase in knowledge on the scientific basis of 
illness cause, which one can assume to have been influenced 
- by their contact with the professional health workers -
(the nurse and midwl,.fe) and the trained Volunteer Community 
Heal th Workers. The'· following incident supports this· as- · 
sumption. 
It happened in Banengbeng last February 1986 on a 
scheduled MNC-VCHW general clinic. For a year then, a 
seventy-year old man always sought treatment from the MNC 
staff for abdominal pain with occasional defecation of 
blood-tinged stools. He also always requested for drugs 
for ulcer as this was the illness he perceived he was 
suffering from. ..On this occasion, . he came for consul ta -
tion with a stool specimen - a contrast to his resentment 
of having fecalysis in 9revious consultations. Proddings 
'from the VCHWs and his own_· observation of sick cases who · 
got well as a cons.equence of accurate diagnosis supported 
by laboratory findings and proper treatment led to his 
decision to submit his stool for examination. He was 
found out to be suffering from parasitic infection. The 
medical technologist allowed him to see through the mic-
roscope the ova of the parasite. This ·changed his view 
of his illness from an ulcer case to parasitism. In ad-
dition, he took in the prescribed anthelmintic drug and -im-
proved -the sanitary condition of his surroundings as well : 
as practiced personal hygiene~ · 
Although a great number of the respondents cited 
"inadequate rest" ~s one of the common causes· of · illnes~, 
their perception was noted to be contrary to their working 
patterns. Most community members belonging to the pro-
ductive age group were observed to be overworking (see 
pictogram of activities of daily living). · Each worker 
approximately spent 9 working hours at the farm or in the 
river. At times a family head worked from seven in the 
morning until noontime, then at two in the afternoon till 
four at the river gold panning and upon reaching home, 
spend an hour or two gardening or doing carpentry jobs. · 
This was necessary for the bread earners to enable them to 
cope with the high cost of living. On the other hand, the 
existence of belief in evil spirit-caused illnesses in 
some of the community people could be . explained by tradi-
tion, folk practices and beliefs. which still existed and 
were still embraced by some members especially those be-















Activities of daily living in the three study areas. 
Management Of Illness 
When illness strikes anx family member, majority are 
still observed to nurse the .sick · member using inaigenous 
resources and well-tested home remedies. However, there 
had been a gradual increase in the number of persons who 
availed of the service of professional health workers. 
Services of private physicians and professional nurses 
(either from the local health unit or the MNC) were often 
sought in cases where home remedies failed. 
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TABLE 3.14 
DISTRIBUTION OF COMMONLY USED HOME 
REMEDIES BY RESPONDENTS 
HOME 1962 1966 :PERCENTAGF:! 
REMEDIES n = 260 n = 311 :DIFFERENCE: 
USED :rm. % :NO. % : 19§2-!~6§ 
:Rest . 11 • 4.2 . 98 :31,5: 27.3 . . . 
:TSB/Water 1'.heraey . 29 : 11.2 :t~l :42. 1: 30.~ . 
:over-the-counter Drugs: 148 :56.9 :149 :47.9: . 9.0 
:Qil/alcohol/vicks Rub 86 :33.B : 26 • 9.f;!: - 24.B • 
:Hot/s.old Corneress 13 l 5.0 . ~7 : 11.9: 6.0 • 
:st~m_InhaL~~ion 21 : e. 1 : 119 :36.3: 30.2 
:canao 36 :13.6 :105 :33.B: 20.0 
Table 3.14 shows that administration of over-the-
counter (OTC) drugs was gathered to be the most popular 
remedy used in the three areas from 1982 to 1986. Its 
utilization reached as high as 56.9% in 1982 and 47.9% 
for 1986. There was a mi nimal decrease .in its utilization 
from 1982 to 1986. · 
It was observed by the research staff: that the common 
OTC drugs used were: a) Aspilet/Medicol fo~ fever and 
headache; b) Neozep for colds; c) Tuseran for cough; 
d) Sulfanilamide powder fo'r skin lesions; e) Immodium and 
Lomotil for diarrhea; f) Midol for dysmenorrhea and abdo-
minal pains; and g) Band-aid/Merthiolate for wounds. These 
were all available at the Botica sa Barangay (BSB). 
It could be noted that in 1982, the utilization of 
home remedies such as adequate. rest, teoid snonge bath 
couoled with water thera~y and steam inhalation was mini-
mal. However, household respondents exhibited more fre-
quent utilization of these remedies during the preceding 
years 1984 to 1986. 
Whereas some years ago, the cafiao (a festive ritual 
wherein the "mambunong" performs a series of incantations 
in his effort to communicate with unseen beings coupled 
with butchered animals for offering, dances, eating and 
drinking) was usually the first ~ethod of treatment used 
in the province of ·Benguet, lately it has gradually taken 
a "back-seat". However, it has been observed to be still 
frequentl y performed in the three study communities. The 
use of the "mambunong" (the tribal high priest believed to 
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be the mediator between man and god) in cafiaos is only 
sought after medical attention has been given. In spora-
dic occasions, the cafiao was done to aid in the medical 
treatment of a patient, or to refledy illnesses that were 
beyond cure. This shift exemplify the changing outlook 
of the people with regards to their health, the occurrence 
of an illness and its treatment. These existing trad~tio­
nal health practices, even if detrimental to health, are 
deeply rooted and as such, any attempt to dissuade the 
people of such practices would only antagonize them. The 
cornmuni ty is aware of this, thus, the professiona,l heal th 
workers nrovide therapeutic remedies while the members of 
the household/community simultaneously perform the tradi--
tional rituals which they believe would help cure the sick. 
In effect, the community members are receptive of the 
health services offered by health workers apparently be-
cause they believe that these, together with their tradi-
tional practices would hasten the sick person's progress 
towards recovery. Consequently, the progress of disease 
entities to serious levels, or at times to irreversible 
status beyond cure, is avoided. 
The persistent utilization of OTC drugs is ascribed 
to their knowledge of these drugs obtained through pre-
vious consultations to physicians, from the lectures pro-
vided by professional health workers, advertisements from 
the media. and, from the experiences of friends/relatives. 
In addition, the use of OTC drugs is attributed to the 
presence of Boticas sa Barangay (village pharmacies) in · 
the areas. 
These village 1pharmacies are manned by VCHWs who had 
undergone special training as botica aides. The BSB is a 
reflection of the tripartite partnership between the com-
munity peonle, members of ~he Provincial Health Office of 
Benguet ahd the _MNC staff.. Having felt the need for 
a resource unit wherein the residents could easily avail 
of OTC drugs, the community people through the VCHWs, 
requested the staff to equip them with the necessary know-
ledge and skills on the mechanics of operating a BSB. This 
move coincided with the Department of Health's intensified 
campaign for the establishment of BSBs all over the country. 
The BSB project was then coordinated with the Municipal 
Health Officers .servicing the three areas. Collaborative 
effort was shared in the training· of botica aids; conduct 
of fund-raising projects, i.e., rummage sales and film 
showings; identification and purchase of the OTC drugs 
needed in the commtini ty. However, there was still a decrease 
in the util ization of drugs which could be attributed to . 
75· 
its rising cost. 
Op the other hand, the adoption of alternative home 
remedies other than drugs to alleviate ailments were cre-
dited to the continuous encouragrnent and intensification 
of heal th teaching by the · MNC nurses during ' the im-
plem~tation phase. These were further reinforced by the 
VCHWs in individual conferences during home visits or 
during conversations that occurred after church sessions 
on Sundays as observed by the research staff. The readi-
ness with which the VCHWs applied oral rehydration in cases 
of diarrhea demonstrated the effectiveness of the health 
teaching given in the management of this particular con-
dition. In the absence of the commercially prepared 
Oresol in the tbree communities, indigenous resources 
were utilized. The "home-made" Oresol is produced by 
mixing one liter of cold boiled water in an empty liter-
size "Coke" bottle, a half teaspoon .of salt and three 
teaspoons of sugar. (In the absence of a teaspoon; the 
coke bottle resealable cap which is equivalent to one 
teaspoon, is used). As a result, the presence of moderate 
to severe cases of dehydration never occurred. Because 
its efficacy in preventing dehydration have been proven 
by the majority of the community people, it had become a 
common and widely used home remedy for diarrhea. This is 
significant since it shows that the cost of medical/ 
nursing care was lowered to a level the community people 
could afford. 
This is hil!hlighted in the following incidents encountered 
by the :- research · team . during the data collection period: 
a) Mr. Leonardo Menti is a case of a 48 year old 
paraplegic patient of sitio Lower Labilab. When 
the staff was visiting the sitio for further data 
collection, a VCHW informed them that Mr. Menti 
was having high grade fever, chills, body malaise 
coupled with scanty and painful urination for 
almost 2 weeks. Initial assessment was done and 
the MNC jeep was sent back to Baguio City to 
fetch the medical - technologist since laboratory 
examinations were deemed necessary. 
Based on the assessment done and as suppor-
ted by laboratory findings, the staff arrived 
at a nursing diagnosis of difficult and painful 
urination secondary to urinary tract infection leading to . · 
disruption of nonnal elimination pattern. Mr. Menti was 
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The MNC medical technologist conducting 
a laboratory examination at a 
patient•s bedside during a home visit. 
then started on a broad spectrum anti-
biotic - Bactrim forte, coupled with 
the use of cogon grass decoction, an 
herbal preparation known .to have a diu-
retic effect and increased oral ·rehy-
dration. Regular visits to monitor 
his health status for 2 weeks were 
made. Repeat urinalysis revealed the 
disappearance of pus cells which indi-
cated that the infection had subsided. 
Health teachings on fluid intake, range-
of-motion exercises, and regular check-
up were reinforced. 
(b) One afternoon, at the turning 
point for vehicles in Naybaliw, a seven 
year old tyke waited patiently for the re-
search staff who was returning back from 
home visits at Pitikan. The staff was · 
requested to visit Mr. · Bastian Tamora 
whose house was located at the foot of . 
the hill. He was ' an epitome of a per-
son in great . pain secondary to second 
degree burns/of his entire right hand 
and sma11, areas at the right knee, which 
he. got when he accidentally fell from 
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his bench-bed during a sudden bout of 
epileptic seizure, and his hand touched 
the burning log lighted for the purpose 
of maintaining warmth inside the house 
(the month being December and was very 
cold). This accident occurred two days 
prior to the staff's visit. It was 
learned that he had not sought proper 
medical attention because of lack of 
money and his fear of another epile.ptic 
attack while travelling. 
The staff initiated immediate the-
rapeutic remedies, i.e., skin debrid-
ment with the VCHW present assisting. 
Burn ointment was applied afterwhich 
the area was covered with sterile gauze 
to avoid further infection. Since it 
was the staff's schedule to visit La-
.bilab for ten consecutive days, treat-
ment was done daily afterwhich the re-
gimen was continued by the VCHW for 
another fourteen days. A month passed 
and when the team went back, -Mr. Tama-
ra met them with a big smile proudly 
showing the hand that once was burned 
and inflamed which was already healed. 
What could have been a time consuming and costly 
therapeutic regimen for Mr. Menti and Mr. Tamara was aba-
ted by the intervention of the staff and the invaluable 
assistance of the VCHWs. These incidents give support 
to the previous contention that nurses can be utilized as 
the basic implementors of primary health care since they 
are more equipped and capable of providing medium-range 
care as compared to the midwives. 
Aside from the common household remedies used inside 
the home, herbal medicines had also been observed to be 
widely utilized. A wide assortment of medicinal plants 
were found in their surroundings such as guava trees, 
"sha-el", "lagundi", tagumbao, cogon grass, eucalyptus, 
comfrey and many other varieties. 
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TABLE 3.15 
DISTRIBUTION OF HERBAL MEDICINES · 
UTILIZED BY RESPONDENTS 
. 
196~ 1966 :PERCENTAGE: 
HERBAL n = 260 n = 311 :DIFFERENCE: 
PREPARATIONS !HO • . % :HO. % ::1962-1966: . 
:Guava Leaves Decoct!on 77: 29.6: 97 :31.2: 1.6 
:ABK Decoc&ion e: 3. i: 32 :le.3: 7.2 
:Salabat/SLK Decoct.i2n 47: 16. 1: 66 :21 .2: 3.1 
:Banana P2wder 23: 6.61 e 2.6: 6.2 
!Quinine Leaves 26: 10.0: 29 9.3: 0.7 
:cogon Qr ass Decos.ti on 12: 4.6: ~ 2.6: 2.0 
:at.hers. i.e. ,sha-el. 
lagundi 1 tagumbao 2 etc. : 43! 1s.s: 91 :29.3! 12.e 
As reflected on Table 3.15, guava leaves decoction 
had been popularly used by the respondents for the two 
periods being compared. This was followed with the fre-
quent utilization of Salabat/SLK (Sampalok-luya-kalamansi) 
and ABK (Avocado -bayabas-kaimito) decoctions. Other her-
bal medicine preparations cited were: banana p.owder, co-
gon grass and quinine leaves decoction. Awareness of the 
medical properties of these herbs and their popular use . 
were brought about by the training of the VCHWs. 
Findings on the usage of these herbal medicines 
showed that guava leaves decoction was generally utilized · 
for cough, diarrhea and as an antiseptic for wounds. SLK 
and salabat were specific for respiratory illness. ABK, 
banana powder and quinine leaves decoction were particular 
treatments for gastrointestina~ disorders. Cogan grass 
decoction was used as a remedy to dysuria. The wide uti-
lization of these herbal drugs is closely related to .the 
prevalence of respiratory and gastrointestinal infections. 
Results showed that increased utilization of herbal 
medicines was also a result of intensified information · 
dissemination on herbal drugs and their uses. This was 
done through the establishment of an information system 
initiated by the VCHWs, the MNC staff and the local rural 
health midwives. Strengthening of knowledge gained and 
utilization was further brought about by the people's 
innate sense of economy and practicality. 
79 
The general knowledge gathered from respondents who 
were aware of herbal drugs could be summarized as follows: 
(a) herbal drugs are useful inasmuch as 
pharmaceutical drugs are generally un-
available 
(b) these medicinal herbs are good only for 
simple ailments like fever, body pains, 
diarrhea, cough and abdominal pains 
(c) though it had been used for generaiions 
now, it is still at the experimental 
stage 
(d) these were not yet finely processed , 
thus, they are not equal to the efficacy 
of pharmaceutically prepared drugs , an 
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Table 3.16 depicts the number and causes of morta-
lities in the three research areas during the , two periods 
of the study. Pneumonia and neonatal deaths (respiratory 
distress syndrome, congenital defects, asphyxia neonato-
rum) were the leading causes of death in 1982 and 1986. 
In 1986, the causes of mortality were more or less equally 
distributed among pneumonia, neonatal death, malignancies 
and accidents. · 
The crude death rate from 1982 to 1986 reflected a 
generally declining trend. In 1982, it was at 15 deaths 
per 1000 population and continued to step down in 1986 to 
11 deaths per 1000 population. 
In the 0-6 age group, the age specific death rate 
was figured at 20 deaths per 1000 population in- 1982, and 
23 deaths per 1000 population in 1986. The increase how-
ever is mainly due to the increase in the 0-6 population 
from 349 in 1982 to 388 in 1986. 
It was also found out in the study that all· deaths 
due to pneumoniar tuberculosis, malignancies and1.neonatal 
deaths (three out of four deaths) received medical care. : 
However, a number of .these cases were brought for treat-
ment only when they were already seriously ill - recovery 
was practically impossible. · 
Pneumonia, a curable and preventable disease, had · 
remained to be a common cause for deaths. This follows 
closely the trend of mortality causes at the national 
level. Failure to halt onward strides of this illness 
was attributed to inadequate care of. cases. 
As to neonatal deaths, the proliferation could be 
explained by the following factors: .(a) misdiagnosis or 
no diagnosis at all due to absence or inadequate prenatal 
and postpartum consultation; (b) late or denied adminis-
tration of life - saving measures by persons with medical 
expertise; (c) inaccessibility of hospitals or clinics to 
the community people; and (d) poor success in the immuni-
zation programmes. I 
Awa·renes's, Utilization : an'd ·'saii's:fa-ction of MNC .,$.er\rices 
The MNC delivers various services under three main 
categories namely: promotive, preventive and curative 
services. In 1982, as shown in Table 3.17, dispensing 
OTC drugs (classified under curative services) was the 
most known MNC service. This was followed by health edu-
cation (preventive/promotive service) and clinic consul-
tations, another component of curative services. 
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Awareness Of MNC Services 
. TABLE 3.17 
COMMUNITY'S AWARENESS OF AVAILABLE 
SLU-MNC SERVICES 
MNC 1962 : 1966 :PERCENTAGE: 
SERVICES n = 260: n = 311lDIFFERENCEl 
KNOWN ! NO. ! % :HO. : " : 1962-1966 : 
!Health Education 59!22.7!126!41.2: 16.5 
!Clinic Consultation : 33:12.7:246!79.7: 67.0 
!Dispensing over-the-counter: 
Drugs :105:40.3:223!71.7! 31.4 
:Referrals 7: 2.e: 36:12.2: 9.6 
!Laboratory Examinations 9: 3.4:100:32.2: 26.6 
·• 3! 1.1! 4! 1.3! 0.2 . l'Botica Sa Barangay' 
12: 4.6: 11: 3.5: 1 • 1 
17: 6.5: 136!43.7! 37,2 
• !Others 16! 6. 1: 9! 2.9: 3.2 . . 
In 1986, clinic consultation was the MNC service the 
respondents were most aware of, this being in conjunction 
with dispensing OTC drugs. A significant number were also 
aware of health education, home visits and l~boratory 
exams. 
Curative services were well-known to the community 
people in 1982 due to the "built-up image" of the MNC, 
whereby activities related to the curative component of 
primary health care predominated. This was so since the 
people's needs during that time was towards the allevia-
tion of felt body pains and discomfort. After 1982, as 
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A typical scene 
during clinic 
visits by the 
MNC. 
part of the MNC project's objectives, redirection of the 
people's perception of health (from curative to disease 
prevention/promotion of health) was initiated. Health 
education and home visits were the strategies chosen to 
attain this objective. This continued to the present time~ 
Taking client's blood pressure and checking the lungs 
as part of physical assessment during home visits. 
Notably, the presence of the VCHW, who have been perceived 
by the people as synonymous with the MNC, have greatly in-
creased their awareness and utilization of curative ser-
vices - (VCHWs were almost always sought when a family mem-
ber was ill). In addition, the respondents' utilization 
of clinic consultations is indicative of their better un-
derstanding/acceptance of preventive measures, not to men-
tion health practices learned through health education. 
It can be noted further in Table 3.17 that referral 
of sick cases, either to the SLU Hospital of the Sacred 
Heart or to any other hospital of the sick person's choice, 
was more known in 1986 than in 1982. The MNC had advantage 
over other heal th agencies servicing' the three areas on 
referral of sick cases mainly because of the presence of 
the transport vehicle and the close contact of the project 
to the SLU hospital - both (MNC and hospital) being parts 
of Saint Louis University. However, close coordination 
with government hospitals and other health agencies have 
provided a more efficient referral system. 
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The high degree of awareness of the MNC project and 
its services was brought about by various sources of infor-
mation. Table 3.18 . shows . the radio as the most vital 
source of information· on the MNC in 1982 and in 1986. 
Since activities held in different sitios (zones) were 
disseminated over the radio, people from various places 
were able to keep track of the scheduled MNC and VCHW 
activities. 
TABLE 3.18 
SOURCES OF INFORMATION ON MNC SERVICES 
. .. _SOURCE :PERCEHTAGEt . .. OF 1962 19!;!6 :DIFFERENCE: . 
INFORMATION :HO. % :Ho. % : 1962-A966 
tRagio 114§ 56.li239 76.6: 2017 
:Rela~ives/Eri~nds 20 7.7: ~6 §.4: 0.7 
:vcuu1n1:1c S~aff 6 ;;: • 3; 12 3.9: 1.§ 
:Local Barangax: Officials: 21 e. i: § 1.6: §.5 
:osm·~ Know MHC §7 25.6: 2~ 9.3: - 16.5 
TOTAL :~60 q00 10:a1i :100.0: 
Other sources of information cited were relatives, 
friends, VCHWs, MNC Staff, and local barangay officials. 
As shown in Table 3.18, there were 25.8% (67 from a total 
of 260 respondents) in 1982 who claimed of not knowing 
the MNC. In 1986, the number of people unaware of the MNC 
was reduced to 9.3% (29 respondents). 
84 
Utilization Of The MNC Services 
FIGURE 3.7 
S ERVICES UTILIZED BY THE THREE 
COMMUNITIES BEFORE AND AFTER THE MNC 
LEGEND: 
MCN HS CRI CCI 
SERVICES 
CVI COi 
MCN - Maternal and Child Nursing 




CRI - Care for Respiratory Infection Cases 
CGI - Care for Gastrointestinal Cases 
CVI - Care for Viral Infection Cases 
COI - Care for Other Illnesses 
Figure 3.7 shows that health supervision was the 
most sought among the different services of the MNC during 
the years 1982 and 1986. There was an increase from 30.8% 
(total caseload was 1,333) in 1982 to 39.6% (total caseload 
was 86 0) in 1986. Maternal and child care, still a compo-
nent of preventive and/or promotive health care service, 
had a similar increase in its utilization from 7.1% (94 
cases) in 1982 . to 11.4% (98 cases) in 1986. 
With regard to curative services, care directed to-
wards respiratory infections topped at 20.2% over the 
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other types of infections. Respiratory infection cases 
decreased from 269 in 1982 to 174 in 1986. Gastrointes-
tinal and viral infections followed the decreasing trend -
from 14.6% (195 cases) to 6.9% (59 cases) and 10.4% (139 
cases) to 3.8% (3.3 cases), respectively. On the other 
hand, other illnesses, i.e., nutritional deficiencies, 
hypertension, anemia, goiter and dental caries, increased 
from 16.9% in 1982 to 18.1% in 1986. 
It was noted further that the incidence rate of 
these infections have been reduced considerably with res-
piratory infections going down from an incidence rate of 
18 cases per 100 population in 1982 to 10 per 100 popula-
tion in 1986; gastrointestinal infections from 13 per 100 
population to 3 per 100 population; viral infections from 
9 per 100 population to 2 per 100 population; and other 
illnesses from 15 per 100 population to 9 per 100 popula-
tion. 
Relating this to the common illnesses reported by 
respondents (see previous discussion ·on Illness Pattern 
and Management) it could be noted that there is a discre- : 
pancy in the number of cases - actual caseload attended 
to by the ' MNC staff was higher than that of the reported 
cases by the respondents. This was due to the difficulty/· 
failure of some respondents to recall all sick cases in 
the.ir families. In addition the decreasing pattern on the 
incidence of the diseases were similar. Both data ga-
thered, MNC case record and respondents' reports on common 
illnesses, have cited respiratory infections as the most 
prevalent. In addition, review of ~he MNC clinical re-
cords and the VCHWs'monthly monitoring sheets for 1986 
showed that prior to consultations done by sick cases to 
the MNC staff, initial assessment and treatments were pro-
vided by VCHWs. This in itself strongly supports the con-
tention that the utilization of well equipped community 
heal~h workers as alternative manpower in the absence of 
highly trained health professionals contributed to the 
efficient and effective delivery of preventive and promo-
tive health care services on the basic level. Beyond doubt, 
this is only possible with the expanded role of the nurse 
from its traditional/conventional nursing functions to in-
clude performance of physical assessment, nursing diagno-
sis and clinical management of minor ailments. It can fur-
ther be said that the move to re-orient health care servi-
ces and their delivery from the hospital to the community, 
from disease orien~ation to health orientation and from 
cure to disease prevention and health promotion was a big 
step forward in attaining envisioned goals of primary 
health care. 
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Community People's Satisfaction Of MNC Services 
From a total .of 311 households, 196 households were 
part of the respondents that rated the status of the MNC 
services in the initial phase of the project. Nevertheless, 
feedback from the 311 respondents were considered inasmuch 
as everybody has utilized . the different MNC services in one 
way or the other. The community residents only started 
availing of MNC services in nhase 2. The first evaluation 
on their level of satisfaction with the MNC services was 
done immediately after phase 2 - thus this was used as a 
basis for comparison to the respondents' level of satis-
faction in phase 3. -
TABLE 3.19 
RESPONDENTS' LEVEL OF SATISFACTION WITH THE 
MNC HEALTH SERVICES ON A 5 - POINT SCALE 
1984 !986 
SCALE NO,: % NO.: % 
!Ne~~s Improvement ( 1): 44 
!Fair (2)! 49 
(3)! 99 
( 4): 52 
(5)! 16 
:?60 
: MEAN SCORE 
:_J-tes~ value = 3.031?s 
: _t. .05 = 2.021 
: e = significant 
16.9! 2 0.s: 
1e.e: 36 12.2: 
38.1! 91 29.3! 
20 .0: 166 53,4; 
6.2: 14 4,5: 
100.0!311 100.0: 
2.79 3.49 
Approximately thirty-eight percent (99 respondents) 
viewed the MNC Services to be satisfactory in 1984. 
Eighteen percent (49 respondents) said that the services 
were at a "fair" status and 16.9% (44) verbalized that the 
service needed improvement. In 1986, 53.4% (166 out of the 
same respondents) perceived the MNC services to be at a 
very satisfactory level. Twenty-nine . percent (91 respon-
dents) ' cited that it was satisfactory. Only a few, 12.2% 
(38 respondents) viewed it to be fair and 0.6% (2 respon-
dents) perceived the services to be needing improvement. 
Overall mean score arrived at in 1984 was 2.79. 
This increased to a mean of 3.49 in 1986. The T-test done 
showed a significant difference at the 5% level. This 
reveals a significant increase in the degree of satisfac-
• 
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tion in 1986. 
The changing perception as to the status·· of the MNC 
services provided them could be attributed to several rea-
sons. · Some of these reasons were: (a) the availability 
and accessibility of the MNC made possible by virtue of . 
its being mobile; (b) intensification of its services to 
the three areas supported by increased frequency of visits 
to these areas; (c) presence of the MNC trained VCHWs - . 
thus1.services were made convenient and affordable at all 
times even without the constant supervision of professio-
nal health workers; and (d) change in attitude ' of people 
towards the MNC project as a result of favorable past 
experiences. 
EVALUATION OF THE MNC VCHW TRAINING SCHEME 
Proper education ' is essential for mobilizing the 
community health action. People need help to be able to 
identify and solve their various health problems as far 
as their capabilities and resources allow. With health 
awareness and understanding, people are in a better po-
sition to participate meaningfully. In the MNC-VCHW 
Training Program, the nurses were expected to teach the VCHWs 
many of the tasks traditionally performed by them but are 
within the capability of these VCHWs. These tasks rela-
ted to case finding, disease prevention, patient and 
family care, community program development, health educa-
tion, curative and related activities. The training con-
ducted was directed towards: 
1. improving competence of health workers 
2. encouraging initiative and creativity 
3. increasing job satisfaction 
4. strengthening teamwork relationship. 
VCHWs
1
/Trainors1 Assessment Of •rhe Topics Taught 
In general, the 31 VCHWs of the three research areas 
have ranked topics included in their training in the order 
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of: 
(a) Simple and common diseases 
(b) Environmental sanitation 
(c) Family planriing 
(d) Pre and postnatal care 
(e) Nutrition 
(f) Human relations training 
(g) Community organization 
\ 
On the trainors' viewpoint, recalled 'topics of the 
training were ranked according to importance in the follo-
wing order: 
(a) Nutrition 
(b) Human relations training 
(c) Community organization 
(d) · Pre and postnatal care 
(e) ' Environmental sanitation 
(f) Simple and common diseases 
(g) Family planning 
Despite the difference in their responses,, .there was 
a consistent agreement on the topics/courses included in 
their training syllabus. Interestingly, the topic on pre 
and postnatal care was ranked· fourth by both trainors and 
VCHWs. 
Both the VCHWs of the three research areas and the 
trainors ·agTeed on the adequacy of content coverage of · 
the training program and the effectiveness of teaching 
methods utilized. This was further elicited by the favo-
rable responses gathered from the VCHWs in terms of know-
ledge and skills gained. Majority of these VCHWs claimed 
that the training .program provided them with kno~ledge and 
skills were adequate enough for them to perform their 
various PHC tasks. However, they expressed desire for the 
MNC staff to conduct a refresher course with emphasis on 
ante and postpartum care and malnutrition. 
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PROBLEMS· IN THE TRAIN I NG PROGRAM 
Problems on ad~quacy of practicum, especially on 
. assessment and initial care implementation to simple but 
common ailments were verbalized by the VCHWs. Other prob-
lems cited were: 
(a) lack of time and difficulty in accompli-
shing monthly VCHW reports. This was 
fur t her demonstrated by the irregular 
submission of accomplished monthly re-
ports during Phase 3 despite the innova-
tions made on the new VCHW monitoring 
sheet (see Appendix ) so as to facili-
tate easy comprehension , as well as the 
close supervision afforded them. 
(b) lack of blood pressure apparatus and ther-
mometers the VCHWs deemed necessary in 
the conduction of initial assessment of 
sick cases. 
(c) the still on-going indifference of ~ome 
community members to VCHW activities. 
(d) conflict between the responsibilities 
of the VCHWs at home and their responsi-
bilities as health workers. 
None t heless, "the positive image of the VCHWs pre-
vailed among the majority of the community people. This 
contention was supported by the favorable assessment of 
their performance specifically those pertaining to servi-
ces rendered. 
COGNI TIVE RETE NTION OF TOPICS IN THE TRA INING PROGRAM 
After the VCHW training program in Phase 2, two unit 
tests were administered to the VCHWs . These same tests · 
were used in 1986 and comparison of the VCHWs mean scores 
in 1984 and 1986 was• done. 
As mentioned in the preceding pages, two unit tests 
were admin istered to the VCHWs to assess retention of all 
the eight lessons taught them: The first unit test was 
administered to 'gauge cognitive retention from the lectures 
given them on topics related to environmental sanitation 
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and t he actual potential d iseases arising from poor envi -
r onmental conditions. The second unit test covered the 
topics on nutrition, pr e and postnatal care, care of the 
newborn , family planning and community organi zat ion. 
TABLE 3.20 
PARALLEL COMPARISON OF VCHW UNIT 
TESTS CONDUCTED IN 1984 AND 1986 
AREAS 
: UNIT-TEST : T - VALUES 
:nEAN SCORES : oe-
: 1964 11966 :TAINED: .05 
: INTER- : 
: PRE- : 
:TATIOH I 
: A. Env i ronmen~al San i ~a~ i on 
Banengbeng :e1.44:63.77:0.609 < 2.ee6: NS 
Coroz :6e.7s:e2.75:1.757 < 2.101: HS 
Labilab :91.aa:e5.00:1.353 < 2.447: HS 
! B . Ma~ernal and Ch i ld Heal~h : 
Banengbeng :e4.12:e5.es:0.494 < 24093: HS 
Coroz :s0.14:ea.0e : 1.s1e < 2.140: HS 
Labilab :e9.00:6a.s0:1.es0 < 2.a6s: HS 
NS - no~ significan~ 
The above results disclosed a decreasing trend in 
mean scores of the VCHWs in their unit tests from 1984 
to 1986, excep t in Banengbeng where mean scores slightly 
increased . To determine if the differences in the mean 
scores of the VCHWs were significant or not, a two-tailed 
T-test was utilized. The r esults s howed no significant 
difference between the VCHWs' unit test results in 1984 
and their repeated unit t est in 1986 at the 5% level of 
significance . 
Based on these results, it can be inferred that t he 
training progr am which had been planned and provided to 
the VCHWs had prepared them adequately to i n i t iate and 
promote priMary health care programs in their respective 
communi t ies. Fur t he r more, retention of knowledge learned 
was relatively high. Addi tional learning however was 
not impr essive. This supports the claim of the VCHWs, which 
was previously mentioned, fo r the implementation of a 
suup leMental course to increase/supplement their already 
ex is ting knowledge on basic heal th . With the remarkabl e 
retention of skills and knowledge acquired two years after 
without known r efresher courses wi thin the period, it could 
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be deduced that the VCHW training strategy - that of a 
combination of lecture and practicum per topic discussed, 
was most effective. As a result, the VCHWs had been quite 
capable and efficient in performing their primary health 
. care (PHC) tasks. · 
SELF AND PROFESSIONAL HEALTH WORKERS
1 
EVALUATION OF PRIMARY 
HEALTH CARE TASKS PERFORMED BY VCHWS 
{.).~/- .. , 
:vcHWs 1 Leve1 · of Performance Based On Number 
:". Of Tasks Performed 
.. . .. .,. . : 
There were thirty defined primary health care tasks 
of the VCHWs distributed into the eight elements of pri-
mary health care as previously discussed. 
TABLE 3.21 
VCHWs1 LEVEL OF PERFORMANCE IN 1986 




:High Level Performance 
: <Performance of 21 or more: 
of the 30 defined tasks) 
:nedium Level Performance 
<Performance of a~ leas~ 
11 but no~ more ~han 20 




:Low Level Performance 
<Performance of at least 
1 but not more than 10 
of ~he 30 defined tasks) 0: 0 1: e.s:1: 1e.?: 2: e.s: 
TOTAL 
As can be gleaned from Table 3.21 the majority of the 
VCHWs in the three research areas were able to achieve a 
high level of performance. ·Out of the 31 VCHWs, 67.0% (21) 
were able to perform 21 or more of their tasks in their 
respective catchment areas, highest of which was in Coroz 
with 75.0% (9 .VCHWs), · followed by Banengbeng with 69.2% (9) . . ' 
92 
and 50.0% (3) in Labilab. Only 30.8% (4) of the 31 VCHWs 
were within the medium level of performance - 2 each for 
Coroz and Labilab. Low level performance of VCHWs was 
noted in Coroz with .only one as well as in Labilab. No-
tably, none of the 31 VCHWs trained was within a zero 
level of performance. 
Assessment Of VCHWs'Performance 
TABLE 3.22 
SELF AND PROFESSIONAL HEALTH WORKER'S EVALUATION 





NO. OF : NO. OF IN 1 
TIMES TIMES MEAN SCORg : 
IPERFORMEDISUPERVISED: 
BY VCHU : BY PHU SELF PHU 
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:A. Preventive Service•: 
CMat.ernal & Child 
Care and F.P.> 963 
a.s? 
:csat.is-




:s. Curative Services . .. . .
CAssessment, treat-
ment, follow-up, & 






















60: 6.1 :fact.cry): fact.cry>: 
Services pertaining to community development were 
more frequently performed by the VCHWs than preventive and 
curative services. Of the 984 times community development 
services were performed, 8.1% (80 times) were supervised 
by professional health worke~s. · As to curative services, 
. \ 
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8.1% (67 times) were performed by VCHWs under the guidance . 
of professional health workers. F~om ' a~ong the three ca-
tegories of health services, tasks relateti to preventive 
care were usually performed under the auspice of professio-
nal health ~orkers - 18.2% (179 out of the 982 times VCHWs 
performed these services). 
Average mean scores were calculated and compared to 
the formulated criteria to determine the rating the VCHWs 
themselves and the profession~! health. ~oikers gave ~s . to 







mean score between 1.0-1.5 - performance 
of service needed improvement 
mean score between 1.6~2.S - ·performance 
of service w~s fair 
mean score between 2.6-3.S - performance 
of service w~s satisfactory 
mean score between 3.~-4.S - ~erformance 
of service .was very satisfactory 
mean score between 4.6-5.0 - performance 
of service was excellent. 
Results contained in Table 3.22 shows that there was 
not much difference in the mean scores assigned by the 
professional health workers to that of the VCHWs' own per-
ception as to how they performed the health services. 
Likewise, the mean scores in general reflected that per-
formance of VCHWs were at a "very satisfactory" level. 
It could be noted further that the rendering of preventive 
services, i.e., maternal and child health care, had the 
lowest mean score among the three general categories of 
services. However, this mean score was still within the 
range of "very satisfactory performance". 
More frequent delivery of community , development and 
curative services as compared to preventive services by the 
VCHWs could be attributed to .the following reasons: 
(a) These services were more often needed by 
the ~ommunity people as compared to pre-
ventive services. This was further rela-
ted to the still existing .health views of 
the people - that of being pre4ominantly 
curative; 
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(b) Adeqaa~y of acquired knowledge ani skills 
on the part of the VCHWs ·enabling them to 
perform these particular -services at a 
satisfactory level; 
(c) The need for a professional health worker 
to supervise the VCHWs in maternal and 
child health care services inasmuch as 
the latter's tecbnological -: kno~-how on 
this aspect is quite limj.ted ~ 
The extent Q:f, kno.wl'edge, skpls and frequency of. 
doing the different PHC services greatly affected the 
level of performance and satisfaction the VCHWs derived. 
, . 
UTILIZATION ANO . SATISFACTION ,OF. THE COM~UNITY WITH THE 
' VCHWS' .HEAL.TH ·SERVICES 
. ' -
. : 






UTILIZAT''ION OF. VOIWs"''HEALTH SERVICES. 
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1490 :1252 :84.0t ' . : .. . 
& Communit.y . : 
• • .. . . ' . 
1614 ,4U 122. i: -61.9 . • • • 
. : ftobilizat.ton I 1490 11261 184.61 1814 27§ : 15.21 -69.4 
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As indicated in Table ·3.23, community development ser-
vices · (environmental sanitation, health and nutrition 
education, community mobilization) were most availed of by 
the c·ommunity people, 84.6% (1,261 people out of a total 
population of 1,490) in 1984. This was closely followed 
by curative services at 84.0% (1,252 people out of 1,490). 
Services on maternal and child health care (preventive in 
nature) were the least availed of - 38.9% (124 out of a 
target population of 319). In 1986, preventive services 
were predominantly used, 40.2% (200 from a target popula-
tion of 497) over community development and cu~ative 
services. 
A mothers' class on ·F.P. 
methods being conducted 
by a VCHW 
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TABLE 3.24 
SATISFACTION wrrn VCJiWs' HEALTH SERVICES 
BY THE MEMBERS OF THE COMMUNITY 
VCHtJs 1 
HEALTH SERVICES 
A. Preventive Services 
<Maternal & Child Care & F.P.) 
B. Curative Services 
<Assessment, Treatment, Follow-
up & Referral of sick cases) 
C. Community Development Services 
<Environmental Sanitation, 
Health & Nutrition Education, 
Community nobilization 
1964 1986 










With regards to satisfaction derived by the commu-
nity respondents from utilizing the various VCHW1 services, 
average mean scores were computed and compared to the set 
criteria of mean score ranges (see description of instru-
ments: Professional Health Workers Evaluation of the · 
VCHWs' Performance). 
Guided by this criteria, the satisfaction level of 
the community respondents fell within the "very satisfac-
tory" level for 1984 and 1986 since the computed average 
mean scores were within the range 3.6 to 4.5. Derived 
from this is the fact that the VCHWs were very capable in 
performing their PHC tasks. Again, their efficient and 
effective delivery of health ~are · services was a result 
of the training program they underwent during the imple- . 
mentation phase. 
Further, it could be noted that among the three 
general classifications of VCHW services, the computed . 
mean scores were lowest on preventive services related 
to maternal and child health care. This added tredence to 
the Claim of the VCHWs ' that ·their training ·in maternal . and 







SUMMARY OF FIND rnGs 
Field data collected disclosed that: 
1. Population changes were noted. In general there was 
an increase of 21.7% in the combined population of 
the three areas. However, this was not accounted for 
by increased birth rate but by migration and marriages. 
The crude birth rate actually decreased from 29 births 
per 1000 population in 1982 to 28 per 1000 population 
in 1986. One positive change noted also was a decrease 
in the dependency ratio from 114.1% in 1982 to 86.4% 
in 1986. The population was still . generally young in 
1986 as in 1982. 
2. There was an improvement in the environmental sanita-
tion with i slight increase in the number of sanitary 
toilets, garbage disposal and drainage systems. 
3. There was an increase in the number of available facl-
lities for safe water supply. While all the households 
(260 = 100.0%) utilized springs and open wells in 1982, 
179 or sq.~% made use of either private or CPWS piped-
in water supply in 1986. · 
4. The number of mothers who availed of pre and postnatal 
services increased from 41.1% (23 mothers) in 1982 to 
51.9% (28 mothers) in 1986. Likewise, an increase in 
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the number of mothers who availed of postnatal services 
was noted from 23.3 % (10 mothers) in 1982 to 62.0% 
(31 mothers) in 1986. 
5. Generally , rhythm and withdrawal were still the most 
popular family planning methods used in 1982 and 1986. 
An increase was noted in the number of mothers of · 
reproductive age who underwent bilateral tubal liga-
tion, a terminal method of family planning, from 4.0% 
(10 mothers) in 1982 to 6.5% (20 mothers) in 1986. 
6. There was also evidence of improvement in the nutri-
tional status of child~en from 0-6 with the decrease 
in the number of third and second degree malnourished 
children. Of the 28 second and third degree malnou-
rished children in 1982, 12 were weighed in 1986. 
From this group, seven were actually upgraded to with-
in normal and first degree malnourished status by 1986 
and only 4 children remained in the same very under-
nourished state, while one became overweight. 
7. There was a siight increase .in th~ number of .children 
immunized against polio, DPT and measles • . However, a 
smaller number of children were immunized against 
tuberculosis (BCG), cholera and typhoid in 1986 than 
in 1982. 
8. Morbidity rates of common preventable diseases, i.e., 
respiratory, gastrointestinal, viral infections and 
others were significantly reduced to more acceptable 
levels. Incidence rate of respiratory infections was 
reduced from 25 per 100 population in 1982 to 3 per 
100 population in 1986; gastrointestinal infections 
from 13 per 100 in 1982 to 1 per 100 in 1986; viral 
infections, from 12 per 100 population to 2 per 100 
population in 1986 and other illnesses from 7 per 100 
population to 0.9 per 100 population in 1986. 
9. Mortality rate decreased from 1982 to 1986. The crude 
death rate arrived at in 1982 ofl5 deaths per 1000 
population, was reduced to 11 deaths per 1000 popula-
tion in 1986 in the study areas. However, the age . 
specific death. rate (0-6 years old) increased from 20 
deaths per 1000 population in 1982 to 23 deaths per 
1000 population in 1986. 
10. There was a remarkable shift in the people's perception 
of the causes of illness, from natural causes to those 
with scientific basis. In 1982, a large number of the 
respondents'strongly claimed that illnesses were due to 
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natural causes. In 1986, scientific-based percep-
tion on the causes of illness predominated. Contact 
with sick persons was cited · as the most common 
cause; of illness . 
11. There was an increase in awareness and utilization 
of the SLU-MNC services among the general populace. 
Record analysis of cases attended to by the MNC 
s howed that health supervision was the most sought 
for service of the MNC both in 1982 and 1986. The 
number of those who sought health supervision in-
creased from 30.8% in 1982 to 39.6% in 1986. 
12. The post-test results revealed very remarkable reten-
tion of knowledge by the VCHW from their training 
program despite the absence of refresher courses 
within the two year period. Most of the VCHWs re-
mained also committed to their training even after 
two years. 
13. Majority of the VCHWs, 67.0% (21) were able to perform 
at a high level as shown by their performance of 21 or 
more of the 30 defined PHC tasks. 
14. Professionai health workers, community people and the 
VCHWs themselves shared the same perception as to the 
capability of the VCHWs in the performance of their 
various tasks. Rating was at a very satisfactory 
level. Likewise, the same level of satisfaction was 
derived by the recipients of the health services. 
CONCLUS IONS AND RECOMMENDATI ONS 
In general, the results .of this impact evaluation 
t ended to support the findings and conclusions earlier ~ 
claimed ·in the 1982 study . Positive changes were noted · 
which were convincing evidences of the effect iveness of 
the MNC as a health care facility for delivering primary 
health care services to farflung depressed areas. 
The conclusions derived from this study are: 
I 
1. The marked increase in the number of people utilizing 
safe water supply facilities and the general improve-
ment in the environmental sanitation could be attri-
buted to the intensive campaign waged largely by the 
trained VCHWs. This can be ·further considered as a 









under the MNC program. 
The improvement in the nutritional status of the 0-6 
age group was encouraging considering the poor eco-
nomic situation of the people in these communities. 
Since there was no marked improvement in their econo-
mic condition to enable them to purchase addition~l 
nutritious food, the favorable change in the nutri-
tional state of the children could only be attributed 
to the intensive health teaching and demonstration of 
proper cooking and food preparation by the MNC and 
VCHWs which led to better utilization of indigenous 
food. 
Response to the ~e'and postnatal services can be con-
sidered encouraging with the increase in utilization. 
However, there is still a great room for improvement 
to ensure the mother's h.ealth and "that of the child. 
The lukewarm response to acceptance of family plan-
ning methods and the high birth rate in these commu-
nities remain a challenge to the health worker. The : 
resistance displayed, explained by the cultural regard 
for many children as "assets" and "gifts 11 ·from God 
underscore the strong cultural factors that family 
planners have to contend with. 
Despite the assistance of the VCHWs and the presence 
of the MNC in cooperation with the DOH personnel in 
immunization campaigns in these areas, the results 
were only slightly successful by . WHO standards: This 
shows how much more difficult it would be in areas 
where no NGOs are available to augment the government 
health forces in carrying out this vital task. This 
implies too that the MNC services along this line have 
to be intensified. 
A significant decline in illness volume and mortality 
rate were noted in the study areas. While the MNC 
cannot claim beyond doubt that these can be attributed 
entirely to its program, there ate convincing evi-
dences that it is the major factor responsible for · 
these positive effects. 
VCHW
1
performance reflects the kind of training they 
underwent. The training given to the VCHWs by the MNC 
which included human relations training, didactics and 
practicum enabled them to develop the attftudes and 
skills to carry out their tasks as community .health 




tasks shown by the VCHWs, stipported by the data on 
utilization and satisfaction of the community with 
thei~rvices b~ttr: s;:; this conclusion. 
There is .convincing evidence that solutions to a lot 
of heal th problems ... in the isolated communu.,ies can be 
facilitated with .. :t .he help o.f ,. simple laboratory pro-
cedures and the expertise ~of ·~ medical technologist. 
The impact evaluation showed that the MNC, with its 
unique features, i.e. its particular VCHW . training 
program, the composition of its health team and the 
delivery system of the basic health services by 
virtue of its mobility - is an effective health care 
facility for promoting primary health care in 
depressed, hardly accessible communities. 
In the light of the foregoing conclusions, the 





The training of health .workers is an on-going program 
in the country. The strategies employed, however, 
differ from one agency to another. This study re-
commends that the Human Relations Training should be 
includ,ed in the VCHW training program to ·ensure that 
both trainors and trainees have the right attitudes/ · 
commitment required for effective implementation of 
the program. The other unique features of the MNc · 
program, namely, the use of the "decision tree" to 
guide the health workers in the field, the didactics 
and practicum wherein the VCHWs were closely super-
vised should also be included. 
A broader and intensified skills training of VCHWs on 
maternal and child care, specifically -on attending to 
deliveries is deemed necessary to ensure safety for 
both mother and the newborn. This is ·supported by the 
study's finding that a large number of births are 
attended to by untrained and inexperienced household 
members. The presence of the VCHWs during deliveries 
-does not ensure safe conduct of deliveries since their 
training on this aspect was · inadequate, as attending 
deliveries by VCHW is not allowed according to the 
DOH policy. In Benguet, the situat,i:<m is further 
aggravated by the absence of trai~d hilots in most 
of its areas unreached by professlpnal health workers. 
Government and NGOs should ~xert mo're cooperative and 
intensive efforts to reach more children for immuniza-
.1 02 
tion. NGOs should also have their own immunization 
program and the government health agency should assist 
them to procure the necessary vaccines. 
4. NGOs as well as the government agencies should also 
intensify their family planning campaign. Perhaps 
social scientists can help the health workers find 
the right approach to overcoming the socio-cultural 
barriers which adversely affect the acceptance of 
family planning in various groups. 
5. With due recognition to the midwife's role and contri-
bution to the primary health care program, this study 
advocates the use of the professional nurse to conduct 
the VCHW training and to directly supervise the deli-
very or directly deliver the major health services in 
the distant depressed rural areas, by virtue of her 
more comprehensive preparation in health interventions 
which prepares her to provide medium range health care, 
involving a broader spectrum of decisions, not possi- · 
ble with midwives providing primary health care. 
6. Health planners and administrators can derive from the 
Mobile Nursing Clinic experience, lessons on how health 
care services can be made more realistically accessi-
ble and available to those who need it most in the 
rural areas. It is recommended that the MNC model be 
replicated in other areas similarly situated as the 
project areas in this study. 
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PROGRAMME 
Thursday, May 14, 1987 . 







1:30 - 3:00 
3 : 00 3:30 




Philippine National Anthem 
Invocation and Opening 
Remar ks ... Rev. Fr. Joseph Van den Daelen 
Brief Orientation to the 
Conference ... 
Introduction of Guest Jesusa B · Lara• Ed.D. ,R.N. 
Speaker ..... 
PRI~.ARY HEALTH CARE : IT'S SOCIO-CULTURAL 
. PERSPECTIVE 
By: Trinidad Osteria, D.Sc. (Demography) 
Open Forum 
Lunch (Burgos Canteen) 
EMCEE: · Dean Jesusa B. Lara 
Introduction of Guest 
Speaker ... Dean Jesusa B. Lara 
PRIMARY HEALTH CARE: THE KOREAN 
· EXPERIENCE 
By: Mo-Im Kirn, Ph.D.,R.N. 
Open Forum 
Coffee Break 
Introduction of Guest 
Speaker ... Dean Josefina N. Domingo 
PRIMARY HEALTH CARE: THE LOCAL 
EXPERIENCE 
By: Florita F. Garcia, M.D. 
Open Forum 
I • Luther L. Garcia, B.S.N., R.N. 
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PROGRAMME 
Friday, May 15, 1987 
RESEARCH DISSEMINATION SEMINAR 
8:00 - 9:30 
9:30 - 10:30 
10:00 12:00 
1:00 - 2:00 
2:00 - 3:00 





Presentation of the Research Paper: "Impact 
Evaluation of the Mobile Nursing Clinic as a 
Model Health Care Facility for Providing 
Primary Health Care Services" 
Background of the 
Study ..•.. Dean Jesusa B. Lara 
Design and 
Methodology ... Mr. Luther L. Garcia 
Research Findings ... Dr. Josefina N. Domingo 
Coffee Break 
Reaction to the Research Paper 
PANEL REACTORS 
Miss Virginia Orais, M.P.H.,R.N. 
Chief, Health Education Manpower Development 
. Service 
Department of Health 
Prof. Thelma Corcega, M.P.H.,R.N. 
U.P. College of Nursing 
Nursing consultant, WHO 
Sebellon Wale, M.D. 
Director, Silliman University Extension 
Projects 
Mrs. Erlinda Toquero, M.P.H.,R.N. 
Provincial Nurse Supervisor 
Provincial Health Office, Benguet 
Lunch (Burgos Canteen) 




All ... Angeline Mayo, BSN IV 
Awarding of Plaques 
Closing Remarks 
EMCEE: Mrs. Erlinda Palaganas, M.P.H,R.N. 
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Conference on Primary Health Care and 
Research Dissemination Seminar 
A. Program 
A national Conference on Primary Health Care and· a 
Seminar to disseminate the results of the Impact Evaluation 
research study were held on May 14 and 15, 1987 at the 
Library Audio-Visual Room of Saint Louis University~ Baguio 
City, Philippines. The purpose of the Conference held on 
the first day, May 14, was to provide a venue for sharing 
experiences and effective innovative ideas/strategies utilized 
in implementing PHC programs in different settings. Three 
speakers addressed the Conference, namely: Dr. Trinidad . 
Osteria, Research Fellow of the Institute of Southeast Asian 
Studies, Singapore; Dr. Mo-Im Kim, Professor of Yonsei Uni-
versity, Korea and Dr. Florita Garcia, Baguio City Health 
Officer and Head, Department of Preventive Medicine, SLU 
College of Medicine. 
Dr. Osteria delved into the socio-cultural perspectives 
of PHC while Dr. Kirn and Dr. Garcia discussed the utilization 
of the PHC approach in two different settings. Dr. Kirn 
presented the PHC experience in Korea, a developed country 
and Dr. Garcia, the implementation of PHC programs in the 
Philippines, a developing country. An open forum followed 
the presentation of papers and the points raised in the 
lively discussion that ensued, set the tone for the research 
dissemination seminar t~e next day. 
The second day, May 15, 1987 was the Research Dissemi-
nation Seminar on "Impact Evaluation of the Mobil~ Nursing 
Clinic as a Model Health Care Facility for Providing Primary 
Health Care Services." The background, methodology and 
results of the research project were presented by Dr. Jesusa 
B. Lara, Mr. Luther Garcia and -Dr. Josefina N. Domingo, 
respectively. 
Before the study presentation, each participant was 
provided an abstract of the research which helped them in 
following the presentation. The study presentation was then 
followed by reactions from panel members representing dif-
ferent sectors. The national health office of the Department 
of Health was represented by Miss Virginia Orais, Chief, 
Health Education Manpower Development Service; the provin-
cial health office by Mrs. Erfinda Toquero, Provincial Nurse 
Supervisor and PHC Coordinator; the academe by Professor 
Thelma Corcega of the University of the__ Philippines, College 
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of Nursing and the NGOs by Dr. Sebellon Wale, Director, 
Extension Services of Silliman University. 
In the afternoon, the audience broke up into four 
small groups·· to discuss and formulate recommendations on 
program planning, policy making and information dissemination 
relative to the study presented in particular and to PHC in 
general as well as to the issues raised during the PHC con-
ference on the first day. The speakers and panel reactors 
acted as resource persons to the small group discussions. 
The recommendations formulated by each group were presented 
during the plenary session at the end of the session. 
In general, both the PHC Conference and the research 
dissemination seminar were successful, judging from the active 
participation and positive comments of the participants. 
B. Participants 
There were 57 participants, including the speakers, 
panel reactors, presentors and other members of the research 
team. Two speakers came from neighboring countries, Singapore 
and Korea, whose trips were made possible by a special grant 
from the IDRC. The rest of the participants came from 
different parts of the Philippines, from as far as Zamboanga 
City in the South and Laoag City in the North. Majority were 
from the academic community (nursing deans, faculty members, 
and department heads from both medical and nursing colleges) 
whose schools engage in community health and development 
projects. 
The DOH was well represented, led by the Chief of . 
Health Education Manpower Development Service of the national 
office, a representative from Regional Office No. 1, the 
Provincial Health Officer of Benguet, all the Municipal Health 
Officers and one nurse of the project areas, and the provin• 
cial PHC coordinator. The DECS was also represented by the 
nursing consultant from the national office. Other partici-
pants came from the · private sector, such as the Philippine 
Nurses Association, Trade Union Congress of the Philippines, 
Allied Labor Union, Lorma Community Development Foundation, 
Inc. and other individuals rendering health services to the 
community. 
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I.. Papers Presented During The Conference On PHC, May 14, 1987 
A. Paper #1. THE SOCIO-CULTURAL ASPECTS OF PRIMARY 
HEALTH CARE 
Dr. Trinidad S. Osteria 
Research Fellow 
Institute of Southeast Asian Studies 
Singapore 
The American political scientist Virchow in writing 
in 1849 that "medicine is a social science and politics is 
medicine on a large scale," had clearly anticipated the 
broad outlook in health that exists today. Until the 
early SO's, much of the breadth of vision was lost in the 
vigorous pursuit of new medical knowledge and technologi-
cal means of attacking specific diseases where hospitals 
and laboratories came · to serve as centres of clinical 
work and scientific progress. 
Toward the SO's, modern medicine viewed health as 
the absence of disease brought about by medical interven-
tions based on modern science and technology with the 
community responding to the directions given by the 
health professionals. The consequences of this new status 
for curative work was two-fold:: 1) the concern for 
etiology and not the environment i.e. the isolation of the 
problems and not the integration of solutions; and 2) the 
creation of new patterns for the delivery of medical care 
and health services. In the 60's, there was an increasing 
perception that not only medical professionals but also 
social scientist contribute to improving the health of 
society and that social and economic conditions have a 
definite impact on health and disease. This period wit-
nessed the implementation of health plans based on the 
premise that people who have great need but scarce finan-
cial resources will get proper care and the people who 
use the service decide how to develop them. In reviewing 
this approach four critical areas were identified: the 
need to emphasize on preventive rather than curative care, 
the accessibility of facilities and medical manpower, 
allocation of expenditures, training and manpower deploy-
ment. In the 70's, new strategies were formulated that 
prompted governments to reorient their health systems as 
part of a more general transformation of their socio-econanic 
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systems, and in innovative projects in more limited 
populations. 
The health systems based on public health care 
can be broadly defined as the coherent whole of many 
interested component parts, both sectoral and inter-
sectoral, as well as the community itself, which produce 
a combined effect on the health of a population. This 
system was particularly concerned with ensuring that such 
care is readily available to all, with appropriate 
support at the intermediate and national levels, as well 
as more specialized referral services, when needed. 
Certain considerations are made in ·determining 
the support to such program which are: 
1. Commitment to social and economic justice. 
The overall social goal of health for all has 
to be broken down into more concrete social . 
policies aimed at the improvement of the 
quality of life and the maximum health 
benefits to all. If the gap between "haves" 
and "have nots" is to be reduced within and 
among countries, there will be a need to 
formulate and put into effect more concrete 
efforts for more equitable distribution of 
resources. On the basis of estimates of 
their economic and socio-political 
characteristics, the health systems ·of every 
country may be situated within a matrix. The 
economic dimension of this matrix may be 
rather easily scaled in terms of per capita 
GNP. The socio-political characteristics of 
a .country's health system require more 
qualitative analysis. This can be based on 
the system's embodiment of certain values 
which may be examined under such headings as 
health as a "societal value, collectivism vs. 
individualism", and "distributional 
responsibility". 
2. Equi t ·able provision of heal th care. · If" local 
structure for coordination and concerted 
action are well developed, a decentrali.zed 
system can encourage the cooperation and. 
local initiative in a recognized context that 
will give the best chance of fully realizing 
the primary health care approach. 
3. Political will. The translation of values 
into action, however,' requires two further 
elements: political will and economic 
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resources. Political will is a result of a 
collective social concern and as regards 
support for primary . health care, that the 
only useful form of political will is the 
willingness to take effective actions. 
4. Establishment of policies and priorities. 
5. Legislation ...-
The 1978 International Conference on Primary 
Health Care convened at Alma Ata in the Soviet Union 
-declared primary health care as the strategy for making 
fundamental health services universally accessible to 
the world's population. In this context, primary health 
care has been defined as "essential health care based on 
practical, scientifically sound and socially acceptable 
method and technology made universally accessible to 
individuals and families in the community through their 
full participation at a cost that the community can 
afford. 
As such it advocates the mobilization of local 
resources such as traditional doctors and medicines to 
avoid dependence on external support and the use of 
appropriate technology. In the view of Primary Health 
Care, health is no longer equated with the absence of 
disease but -seen as a result of the proper delivery of 
services reflectin2 the existing socio-econo~ic-political 
conditions as well as the total development strategy. 
The community is then viewed not merely as a recipient of 
medical technology through service given by the 
professionals but as a participant in the process of 
seeking and maintaining good health. 
The Socio-Cultural Context of Primary Health Care 
. Among the extensive and confusing panoply of 
medical phenomena found in any cultura1 · context are 
certain fundamental structural features and activities 
which appear to be universal . Public health exists as a 
body of more or less systematically articulated beliefs 
and values concerning illness and response to illness. 
This ideological and value system supports social 
institutions, relationships, roles and behaviors, and 
health care activities whith taken together constitute a 
special segment of a social reality -- the pri~ary 
health care system. Therefore . the system as it is 
defined here, represents a total cultural organization of 
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medically relevant ex~eriences, . an integrated system of 
social perception, use, and evaluation. Therefore the 
system is much more than health service, facilities, 
providers, and medicine. It is a collection of the 
cognitive, affective and behavioral environments to which 
health care is culturally organized. Therefore, it . is to . 
be appreciated at the local level where it can ac.tually 
function. In small scale preliterate societies where no 
separate body of heal th beliefs and practices exist ·apart 
from the general· cultural milieu, the medical system . may 
be a completely homogeneous entity while in rapidly · 
modernizing post traditional societies, this homogeneity 
is replaced by separate and different sectors of the 
local health .systems -- professional institutions, folk 
healing traditions and popular medical culture. 
The primary health care system is difficult to · 
understand once it is removed from its cultural context 
which does not merely te11 us about the socio-cultural 
environment within which is located but the specific 
cognitive, behavioral and institutional structure of that 
system and the cultural constructional principles 
underlying and determining the structure. The basic 
f~nctions of the primary health care system is principally 
conce~ned with . pieV~nting and controlling illness and 
there are five major functions: (1) the construction of 
a hierarchy of health values; (2) the shaping of illne~s 
as a psychosocial experience; (3) the cognitive and 
comrnu.nicative .tasks of health care i.e. explanations; 
(4) curative and preventive activities per se from 
empirical remedies and technological interventions to 
symbolize the~apies and (5) the management of therapeutic 
outcomes including cure, chronic illness, and death. The 
construction of a hierarchy of health values is important 
in terms of its impact on the evaluation of illness and 
health, the decision to seek medical care, the type of 
care actually chosen, and the social reac~ions to 
specific illnesses. Studies of cognitive and communica-
tive processes would seem most relevant to the analysis 
of the health worker-patient relationships. In these 
contexts one can study the transmission of information 
as well as the interactions that take place. 
Within this structure, it is assumed that each 
community evolves a specific ~attern of health 
development consistent with its own traditions, 
circumstances, and aspirations and that an appreciation 
of the socio-cultural context in which the health 
activities occur is considered essential. 
~ 14 
Community participation has been considered as 
the "heart" . of primary health care and a key element in . 
community heal th program. Views about this have cultural, 
political, and econo:r.:ic dimensions overlap. In ~iscussing 
the a rguments for community participation, White 
enumerated ten distinct reasons for the participatory 
app roach, namely: (1) that more will ·be accomplished if 
the energies of the people are harnessed; (2) that 
services can be provided at a low cost; (3) participation 
has an intrinsic value to the participants -- the 
avoidance of feelings of alienation and powerlessness, 
the increase in cooperative interaction that will lead to 
a more united community; (4) participation acts as a 
catalyst for further development efforts; (S) it leads to 
a sense of responsibility for the project; (6) it 
guarantees that a felt need is involved; (7) it ensures 
that things are done the right way; (8) it enables 
progressive change to take ~--making use of 
indigenous knowledge amt aaapting it to new circu:r.:stances; 
(9) it guarantees freedom from dependence on professionals 
-- people should -be equipped for autonomously fulfilling 
their own needs, as individuals and small communities; 
and (10) conscientization -- the develooment of 
consciousness among the weaker sections-concerning the 
structural causes of their situation, or at least their 
rights under existing laws. · Based on the WHO definition, 
Hollnsteiner viewed that primar~ heal th care should have 
the following characteristics: (1) accessibility of 
services to everyone with the poor receiving priority 
attention; (2) relevant and effective ·services which meet 
the health needs of the majority poor and which are 
socially and culturally acce~table to them; 
(3) functional integration with higher technical levels 
of the health system; (4) cost effectiveness through 
improved efficiency · and the allocation of resources so as 
1 Alistair White, "Why Community Participation?" 
2 
Assignment Children UNICEF 1982 59/60 pp. 20-34. 
Mary R. Hollnsteiner, The Participatory Imperative in 
Primary Health Care, Assignment Children, loc. cit., 
pp. 37 -38. 
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to achieve the greatest benefit for the majority at the 
lowest cost; (5) intersectoral collaboration involving 
close contact with agricultural services, nutrition 
cadres, educational entities similarly oriented t6 the 
needs of the poor majority; and (6) community 
participation in the planning, management, and 
evaluation of services at all levels. 
Participation has been defined as an active 
process in which the participants take initiatives and 
action that is stimulated by their own thinkin~ and 
delibera3ion and over which they can exert effective 
control. . As such the idea of passive participation 
which only involves the people in actions that have been 
thought out or designed by others and controlled by 
others has not been considered. Variants in community 
participation are noted in different settings. In certain 
instances, it could take the form of monetary contribution 
to a specific component of a program or the community's 
labor to a specific health project. In other cases, it 
would involve people's participation in program 
implementation per se. However, real community 
participation leading to self reliance and sustainability 
of the program involves the people from the first stage 
o~ problem analysis to solution development and 
evaluation. The participation of client communities in 
their own development not only involves the sharing in 
the benefits of development but the development of their 
capabilities for self determination and the satisfaction 
of their own needs without excessive depende~ce on the 
government. The arguments_ in favor of the participatory 
strategy are both ideological and pragmatic in the serise 
that projects are ~ore likely to succeed when their 
design, decision making, implementation and evaluation 
involve a ' joint responsibility of the people and the 
government. The people themselves must have a voice in 
making the final choices that will bear most directly in 
3 ACC Task Force on Rural Develpment, "Report ·of the Third 
Meeting of the Working Group on Programme Harmonization, 
Rome, 26 January 1978 (UNl0/62 para. 9). 
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their lives. Therefore, planning systems must be designed 
to be responsive to these felt needs not only because 
involvement is essential to gaining their commitment, but 
also becaus~ they have relevant inf~rmation that may be 
unavailable to the planner. Korten evolved a Fit Model 
which describes a program design that produces a three 
way j'i~ between.the .benefic iaries, the program, and the 
asS-ist1ng organ1zat1on. 
Figure 1 
The Fit Model in a Bottom Up Learning Process 
Program 
Outpui \.asks . . 
. Need/1' "'\ompetence 
Beneficiaries~:~Organization 
Demands Decisions 
Source: David Korten, Learning Process 
Approach to Program Development 
in Korten and Alfonso ed., 
Bureaucracy and the Poor: Closing 
the Gao. 
Between th~ beneficiaries and program, the 
critical fit is between the beneficiary needs and the 
services made available as program outputs. Between 
beneficiaries and the organization : fit is need~d between 
the means by which the beneficiarie ~re able to articulate 
their own needs and the processes by which the organization 
takes its own decision. Finally, between the program and · 
the organization there must be a fit between the program's 
task requirements and the organization's distinctive 
competence. Overall, the program effectiveness is a 
function of the degree of fit between the three program 
4 David C. Korten, "Social Development: Putting People 
First," in Korten and Alfonso:Bureaucracy and the Poor. 
Kumarian Press, 1983. 
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elements. 
Obstacles, however, are recognized at the agency, 
community and societal levels that st~nd in the way of 
alternative participatory approaches. 
1. The Centralized, Service Delivery Obstacles 
a. Limited reach particularly in rural, inaccessible 
areas with manpower resource constraints; 
b. Lack of su~ained local level action due to the 
introduction of new facilities and technologies 
without provision for their operation, 
maintenance and building of capacity; 
c. Limited adaptability to local.circumstances due 
to lack of familiarity by central . planners of the 
need of the people they intend to benefit as well 
as the inter-community variations; 
, d. The creation of de~endency through interventions 
where the government makes the decisions and 
orovides the resources and not through 
strenthening their own capacity for self help 
action. 
2. Obstacles Within the Community 
a. Lack of an appropriate local organization which 
is needed as a channel through which the local 
people can participate in the development of a 
program. This requires a community organizer to 
help develop the local organiza~ion and makes 
choices open to the people. 
b. Lack of organizational skills in calling meetings, 
reaching consensus, keeping records, and handling 
funds. 
c. Poor communication facilities due to inaccessi-
bility. 
5 Frances F. Korten, "Community Participation: A 
Management Perspective on Obstacles and Options in 
Korten and Alfonso, op. cit., pp. 181-200. 
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d. Factionalism and differing economic interests 
making it difficult to create a community 
viewpoint. . 
e. Corruption due . to the natural tendency of the 
more powerful individuals to take personal 
advantage of any latitude for influence 
available and destroying the spirit of 
cooperative efforts. 
3. Obstacles Within the Society 
a. Political - Community organizing involves 
building the power of the poor to challenge the 
entrenched interests . . Hence, the potential for 
conflict becomes evident. 
b. Legal - Inability to recognize the rights of 
people expected to participate in the program. 
c. Bureaucracy - Tendency to centralize control 
over resources to keen programs responsive to 
changing priorities. · 
The obstacles could be overcome through the 
characteristics which are: (1) flexibility in regard to 
issues of ·concern to community residents, involvement of 
people in decision making and evaluation, informal 
training of organizers in helping leaders-bring issues 
to membership, local organization communication networks 
and strengthening of support processes unifying people 
to communicate. 
Hollnsteiner6 has defined participatory 
development as a process whereby people through 
organization, through much self-diagnosis, through 
community discussions, become consciously aware of their 
problems and motivated to ·address the key issues. They 
prioritize action to be taken, decide . what to do, how to 
implement, who implements, how to work as a group and 
share in this kind of self reliant development. They 
6 Mary Hollnsteiner, "Development for Whom People's 
Participation as One Answer." Seminar Series Paper, 
Participatory Uplands Management Program, Integrated 
Research Center, De La Salle University, Manila, pp. 4-5. 
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also learn to draw on or demand the services of those who 
control the resources, specifically th~e -government 
bureaucracies. 
Castillo 7 has enumerated the following types of 
participation that can be observed at the local level: 
1. Membership in community organizations set up 
for the mobilization of the community vis-a~ 
vis agency programs. · 
2. Contribution of personal labor, materials, 
and monetary assistance to infrastructure, 
health and sanitation projects, etc. 
3. Patronage of agency initiated institutions 
such as nursery schools, .credit cooperatives. 
4. Attendance at community assemblies called to 
disseminate information on program 
implementation plans. 
S. Cognitive ~articipation in terms of being 
recipients of information about community 
activities. 
However, Castillp contended that it is difficult 
to distinguish participation as a means and as an end. 
It has its methodological- content through community 
organization. There are problems such as the conflict-
confrontation, sustenance of power after acquisition, 
and the question of whether it fosters self-reliance or 
dependency. She further added that: 
. "Participation only in imolementation and 
benefits is viewed as weifare or charity 
by the recipignts or as something society 
owed them .•. " 
7 Gelia T. Castillo, How Partici~atory is Partic~patory 
Development. A Review of the h1l1ppine Experience. 
PIDS, 1983, pp. 4 79-486. 
8 Ibid., p. 498. 
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It is not only in community participatio·n that the 
socio-cultural frame is important, other areas within the 
primary health care system that will benefit from a clear 
perspective of the socio·-cul tural context in which the 
program operates are: (1) the health services that should 
consider the community behaviour, cultural traditions, 
health beliefs and service utilization; (2) the role of 
the health worker that is to relate a program coming from 
the outside with realities of the local social 
organization and how the interests, impulses and resources 
of the external organization can be linked to the locality 
and; (3) evaluation such as· how resci"urces are distributed 
and how they improved the health of t~e poor - the 
· relation of resources to · the use and values of the 
community to which they are allocated. In conclusion, it 
can be stated that the systematic translation between the 
social science and health science perspectives remains an 
objective for future work in primary health care. 
Numerous examples can be cited of the importance in 
determining the individual and societal response to the 
primary health care system. Neither the commonly held 
beliefs "about illness nor more general cultural beliefs 
and values can be i"gnored in primary health. care planning. 
Likewise -neither can the disease distribution within 
populations be neglected in understanding how the health 
care system works. What is needed is a sense of scope 
and purpose for bpth social science and public health to 
evolve a meaningful program for health care that will 
ensure the goal enunciated at the Alma Ata Conference i.e. 
Health for all by the Year 2000. 
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B. Paper #2. PHC: IMPLICATION ON THE NURSES' ROLE WITH 
.SPECIAL REFERENCES TO THE KOREAN CASE 
Dr. Mo-Im Kim 
College of Nursing 
Yonsei University 
Seoul, Korea 
For the sake of expedience, let me break down my 
subject into 4 questi~ns with an eye on the implications 
of PHC in terms of the role of nurses in Korea: 
A. What is PHC, what's the concept behind it and how 
has it evolved in Korea? 
B. How come, in Korea, 'the nurses play a major role 
in PHC - what are the reasons and the processes 
responsible for this interesting development? 
C. Since our nurses have assumed the major- role, what 
kinds of change do they experience regarding their 
traditional role? ---. 
D. In order to achieve the goal of delivering Health 
for All, what kinds of role do we or should we 
expect our nurses to .play? 
A. What is PHC, what's the concept behind it, and how has it 
evolved to where it is today in Korea? 
I presume that you are all very familiar with the con-
cept of PHC, but debates do occur as to what it is because 
some people - at least some that I relate to have notions 
of what PHC is different from what you 'and I have. Some 
people construe PHC as a kind of prilnary medical care, like 
a second- or third-grade type of emergency medical care that 
can be rende'red to the lay people by anybody with a minimum 
of training. 
As you all know it, the HFA movement got started back 
in 1977 with a resolution adopted by the 30th World Health 
Assembly of the WHO (WHO 30.43) which stated: 
"The main social target of governments and the WHO in 
the coming decades should be the attainment by all citizens 
of the World, by the Year 2000, of a level of health that 
will permit them to lead a socially and economically pro-
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ductive life". A year later, this resolution was reaffirmed 
and amplified by the Declaration of Alma Ata. The Interna-
tional Conference on PHC held in September 1978 at Alma 
Ata, USSR, identified primary health care as the key to 
attaining health for all. 
If you review the literature on .primary health care, 
you'll see that PHC can be defined in many different ways. 
But PHC is usually defined as the entry into the health care 
system, and it is the segment of the health care system which 
most people use most of the time for most of their health 
. problems. The WHO has defined it, . in .a more general way, 
namely, as a health movement comprising at the community 
level all elements necessary to improve the state of health 
of the public. Such elements include the promotion and 
maintenance of health, prevention of disease, early detection 
and treatment of disease, rehabilitation and community par-
ticipation. It is generally believed that the concept of 
HFA thru PHC is revolutionary, because its fulfillment re-
quires radical changes in attitude, policies ,and practices 
at every ·level of our existing health system. 
How then has the concept of PHC evolved? 
As of 1970 in Korea, PHC was not yet clearly defined; 
however, certain medical professionals and foreign missio-
naries then had already-albeit sporadically - a similar 
project going on for remote villages. Let me give you a 
rundown on the background of this development just very 
briefly. 
1. Public dissatisfaction with the medical care system. 
To illustrate the point, let me remind you that we are 
one of the countries in Asia where the laissez-faire health 






the private sector is dominant 
private medical enterprises serve mainly as 
centers of curative care, and hospitals play 
a leading role in this type of service. 
the private sector is concentrated in urban 
areas where the residents are capable of 
paying for the curative care. 
the public sector provides services largely 
in rural communities. 
2. Demand for health care is increasing on an unpre-
cedented scale because now health is regarded as 
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the right of every individual. 
3. The pressure is on to provide low-cost but 
acceptable quality health care services through a 
more efficient delivery system so that the growing 
population can receive adequate care even with 
limited resources. 
4~ Medical and hospital costs are accelerating 3-4· 
times as fast as the consumer price .indices. · .
..,.1 S. A grd-Wing public awareness that the most advanced 
curative medicine does not hold all .the answers to 
one's better he~lth status. 
Heightened by reports of the mass media, seminars and 
presentations by scholars of nursing and public health, such 
an awareness has become a social and political issue. Thus 
in 1978 the government of Korea established a research 
agency called Korean Health Development Institute (KHDI) to 
come up with a viable health care delivery system applicable · 
nationwide. 
Between 1977 and 1980, KHDI conducted a pilot PHC 
project based on what we call community health practitioners 
(Nurse Practitioners). One of the most significant results 
of the KHDI's model project was that equal access to and 
equal benefits from a primary health care system would in-
deed . be possible for the poorest rural communities in a 
very practical way. That is, setting up manpower priorities 
for a good health care system for Koreans residing in rural 
and fishery areas does not · necessarily mean investing time 
and money for the development of high cost human resources 
such as p~ysicians but rather in developing more middle 
entry-level personnel by training nurses to become communi~ 
ty health practitioners (CHP's); nurses could be trained 
to be CHP's and maintained as such at far les~ cost. 
B. How come, we decided to train our nurses to assume the 
responsibilities of PHC's? 
We all know that a national policy cannot be· dictated 
by the results of a government demonstration project, but 
our government decision to invalue nurses as the principal 
agents of PHC owes a great deal to findings stemming from 
the KHDI project. 
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Who would be the most appropriate human resources to , 
provide PHC in Korea? This was the most basic question that 
had to be addressed by KHDI at the time they were conceiving 
the aforementioned project, and it had to be answered prior 
to conjuring up a health care delivery system to benefit 
the public. 
\ 
What we in the health professions and some of the policy 
makers were thinking at the time was this: 
It was, as it still is, unrealistic to expect the medi-
cal doctors of Korea to become providers of PHC in rural 
communities. For 20 years since the demise of Japanese 
occupation, the Korean government had tried to implement the 
policy of assigning doctors to rural communities but to no 
avail. 
And the current trends in our post-graduate medical 
education will continue to increase the cost of health ser-
vices, thus giving risk to a spiral similar to what has 
occurred in developed countries which in many economists' 
and policy makers' view, can never be matched by the econo-
mics of rural Korea. 
Even if health insurance achieves sufficient priority 
in government agenda to warrant a national plan, the costs 
of a delivery system based solely upon physicians as pro-
viders will preclude both its solvency and effectiveness · 
in bringing minimal health care to the poor unless the entire 
health care business is nationalized. Again this hypothe-
tical situation is all but impossible given the political 
and economic systems we have in Korea. 
Who, then, would make up · the manpower qualified to 
assume PHC? 
Public health experts-and government officials had to 
grapple with this question rather urgently; they were con-
fronted with the important task of searching out t~e sui-
table type of human resources . and train them to meet the 
needs for · ~ealth care of the people. 
All other countries, developed or developing, have had 
the same problem. Various solutions have been proposed for 
defining the PHC provider: 
the village medical aids in Tanzania 
the health extension workers in Guatemala 
the dispenser-pharmacists of India 
the barefoot doctor in China 
and the ''medex'' or physician's assistant in the 
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United States 
What's appropriate in one culture or one economic/ 
educational situation may not be appropriate in others; 
each country mus~ determine what the role of the PHC pro-
vider should be in the light of its social particulars. 
However, we might think of the following criteria in deci-
ding the specific role of the PHC provider in each country: 
1) the educational level of the society at large 
2) the health manpower resources that are available 
3) the feasible health care delivery system 
4) priorities in health care 
5) legal considerations for accreditation and regula-
tions of health personnel. · 
Considering the high level of education and our availa~ 
ble health manpower resources in my country vis-a-vis the 
health care delivery system that we want to set up, I think 
the PHC provider should be able to meet certain standards 
namely, a PHC provider must: 
1) have a basic understanding of health and disease 
as the latter affects the individual in trouble and 
as it occurs in the family and community setting; 
2) understand the concept of primary heaith care 
delivery in the community as opposed to the conven-
tional reinforcement of institutionalized medicine 
and be able to administer a program of delivery; 
3) have sufficient skill in physical diagnosis, at 
least to categoriie the patient into some framework 
regarding urgency and hopefully make a preliminary 
clinical diagnosis; 
4) be competent in basic skills for prenatal care, for 
post-partum care and infant welfare; 
5) render judgments as to which patients will benefit 
from simple measures, who should be referred out, 
what situations will offer opportunities for edu-
cation, investigation and/or observation; 
6) and, finally, a PHC provider must be regarded as 
acceptable by the people she or he seeks to serve. 
Now you might want to ask, who in Korea can best meet 
these qualifications? 
According to surveys made in the 1970's 70% of all acute 
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illness cases were handled by pharmacists or druggists in 
rural Korea. And with this statistics in mind, some have 
suggested that the pharmacists might be given training in 
community health concept and awarded some sort of commission 
for the referral of patients to a health care facility. 
Offhand, this may sound like a good idea but it is difficult 
for me to understand how she or he will send her/his clients 
to a community health center unless .her/his social motiva-
tion is extraordinary! Furthermore, a pharmacist cannot 
render, by virtue of the nature -of his or her business, the 
kind of maternal and child health care that a PHC provider · 
does in the home nor can he or she go away from his place of 
work to administer and plan the control of communicable 
disease or environmental sanitation. 
A second proposal for primary health care provider was 
the idea of the certified nurses aide. Because of the 
relatively low cost of training of such personnel, it is 
tempting to think they can be dispatched far and wide to 
meet the need in rural or economically depressed urban 
communities. 
Let us be honest about our people's needs and expecta-
tions. Can a nurse aide really administer a health post and 
its services? Can a nurse aide effectively work with the 
community council to promote their sense of responsibility? 
Can a nurse aide cope with communicable disease control, 
with patient evaluation with maternal and child care? Ob-
viously not. 
I do not minimize the importance of nurse aides and 
village health workers in a health care delivery system. 
They are of great importance as assistants and as communi-
cators, and they may even be . able to assume certain specific 
tasks essential to the total program. However, they are not 
PHC providers; they do not have the necessary educational or 
clinical background to exercise independent judgments. The 
gap is too great~ 
We come then to the third type of personnel, i.e., the 
community nurse practitioner who in my mind is a viable can-
didate for the PHC provider and has the kind of potential 
ability to meet a_ll the requirements we have prescribed. 
Actually, this kind of debate has been going on for a 
long time. The argument we have put forth contending that 
the nurse would be the most appropriate candidate for the 
PHC provider's work had to be not only reasonable but also 
politically appealing. 
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I guess luck was on our side too, for at the time we 
were pushing for the idea that the nurse was the most natu-
ral candidate, we had an association of nurses united solid 
around a strong leadership that created a favorable image 
of nursing and nurses through the mass media; the Korean 
government was also determined to correct the problems of 
the existing medical system at a time when the WHO was · . 
pressiilg for PHC with the "HFA by Year 2000" slogan. All 
of which kind of fell into place, and on December 31, 1980, 
the bill proposed by the government to promote health ma-
. nagement for rural communities of farmers and fishermen .. 
pjlSSed the test of the Nationai Assembly and became ·a law-
special PH law No. 3335. 
With the special law in place, the way was then cleared 
for nationwide implementation of the Community Health De-
monstration project which KIPH had carried our earlier but . 
only in a few selected areas. According to this law, a 
PHC provider is - in Korea - "pogon jinryonwon" meaning 
community health pratitioner; the law also postulated that 
the CHP be a nurse and/or a midwife (RN with a midwife 
license in Korea) with qualifications as such plus a 24-week 
on-the-job training to become a CHP as specified by Ministry 
. of Health and Social Affairs. 
The government now has trained over 2000 CHPs from 
1981 to the present. They have been dispatch~d to 2000 
primary health care posts throughout the country and their 
activities have been evaluated .a number of times over the 
past 7 years. 
I am happy to report to my nursing colleagues in the 
Philippines that PHC deliv~red by our CHP at the PHC post 
is qualitatively equal to, and economically efficient than 
that provided by public healt~ doctors in health subcenters, 
and that their work is accepted extremely well by people 
of the communities they serve. 
Thus, it is not hard to foresee a growing expectation 
and demand on PHC by nurses. We expect PHC to be firmly 
settled as the entry point to our .national health care 
delivery system. We expect PHC to spread out to urban areas 
as well where many live in conditions no better than those 
found in remote villages. We expect an increasing need for 
PHC among the elderly whose . number is growing, among the 
student population, and among workers in industrial plants. 
We expect that in the future, institutions like hospitals 
will recruit nurses as PHC providers for ambulatory care at 
the out-patient department (or the ambulatory care center 
of hospitals). 
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C. What kinds of change have occurred in the roles played 
by a nurse as she becomes a P.HC provider? 
To do so, I will highlight the major functions of a 
CHP as stipulated in the special law I have referred to: 
The main functions of the CHP can be summarized as 
·follows: 
1) Curative services, to 
Deliver primary and ambulatory health care 
including home visiting 
Identify most common diseases 
Take general medical histories 
Perform physical examinations 
Handle frequently required laboratory tests 
Provide treatment for a defined range of 
conditions 
Provide treatment prescribed by a physician 
including regular follow-up of chronically ill 
natients 
Make efficient referrals of complicated cases 
2) Preventive services, to 
Administer immunization 
Provide ante-and-postnatal care 
Attend normal delivery 
Provide nutritional guidance 
Undertake public health education 
Carry out family planning 
Control communicable diseases: tuberculosis, 
venereal disease, etc. 
Enlighten the residents about sanitation 
3) Community Development and others, to 
Advise on PHP council's activities 
Enlighten community to participate in maintaining 
their own health status and living condition 
in a better way 
Plan and evaluate the performance of health 
services 
Manage ~edical, health, and administrative 
supplies 
Educate and lead village health volunteers 
Support and partici~ate in the community agencies 
Record and report data with accuracy 
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As you can see, a CHP' s funct-ions span broad areas 
generally considered the domain of physicians such as 
diagnosis, physical examination, laboratory tests, prei-
cription and treatment of common diseases found in rural 
communities; a CHP's functions also include areas neg-
lected altogether by our current medical care system such 
as health promotion and maintenance, community participa-
tion and community development. 
Nurses -are expected to be far more independent and 
resourceful as they become CHP's. As CHP's they are called 
upon to perform the following roles for the family and 
community - that is, roles which are above and beyond the 
scope of role that nurses did traditionally. To perform 
CHP's functions, the roles of nurses as CHP are: 
1) direct care and care provide.r 




6) keen observer 
7) researcher 
8) change agent 
9) community organizer or developer, and 
10) leader 
D. Lastly, I should like to say just a few more words about 
the leadership role; that is, what will be expected of 
nurses with respect to the idea of HFA through primary 
health care. 
As I have already said, the concept of "HFA by year 
2000 through PHC" is a revolutionary one. The realization 
of this idea calls for radical changes at all levels of our 
current system. It is therefore perhaps not surprising that 
progress has been slow. As we all know, although there has 
been some improvement in the world health on the average, 
many unacceptable gaps remain and problems are so intrasi-
gent that millions of people are still deprived of the fun-
damental right to health. Therefore, we need a new leader-
ship to bring about such changes. That leadership, accor-
ding to WHO' s secretary general Dr. Mahler, will .have to 
come from nurses. I agree with Dr. Mahler that the nursing 
profession is the most appropriate, natural source of this 
leadership. Why so? 
To answer this question, I will cite ' a passage from a 
presentation entitles "Leadership in Nursing for Health for 
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All" which was ·delivered by Dr. Mahler in Tokyo last · April. 
He said: 
"Among health professionals, the nursing 
profession has always displayed a strong 
dedication and readiness to change. .The place 
of nursing in training about the essential 
changes in national health system based on 
primary health care is clear. Nurses work in 
all settings; they provide care at all levels; 
they represent the largest category of health 
workers in many countries; they are in direct 
contact with the population at · large; they are 
frequently the main connections between indi-
viduals and family and the rest of the health 
system. By working with people, nurses daily 
witness the ravages of ill-conceived and inade-
quate health services on the population; they 
can voice the feelings of the people when they 
serve and can give them credibility an<l reasoned 
support. They can be an important social force 
in the community". 
Nursing leadershio is a crucial factor for the success-
ful achievement of the goal of HFA. To quote Dr. Mahler 
once again, in a statement he made in June 1985 under the 
title "Nurs·es Lead the Way," he said something with which 
I also wholly agree: I quote "if the millions of nurses 
in a thousand different places articulate the same idea 
and convictions about primary health care and come together 
as one force, they could act as a powerhouse · for change". 
However, with due reference to this eminent leader 
whose observations I value, I 1 m not sure whether we have 
reached a point where nurses actually lead the way. Dr. 
Seivwright suggests that today's typical nurse leaders 
· tend to have a strong orientation to hospital nursing, with 
its medical-surgical emphasis; they tend to regard community 
nursing as peripheral or semi-professional; they tend to 
lack assertiveness; they are unwilling · to exercise legitimate 
power; they adopt postures of dependency and supineness. 
Employing the notion of Nurses as potential powerhouse, 
Dr. Mahler stresses the following attributes of leadership 
for nurses to bring about changes as leaders: 
1) 
Z) 
A clear understanding of health for all strategy and 
its broad principles. 






toward social equity and to reduce health inequality 
and related socio-economic inequity among people. 
A comprehension of the health aspects of policies of 
other sectors and aptitude to argue for health in an 
intersectoral setting. 
critical issues affecting . the 
imp ementat1on o strategy an to ocus energy on 
resolving them, converting obstacles into opportunities. 
A confidence borne from the knowledge of having the· 
relevant skills and experiences. 
A capacity to motivate others especially other prominent 
colleagues and 1nfluent1al groups to mobilize their 
commitment. to the HFA values and to the . resolution of 
issues. 
There is clearly a serious distinction between the 
characteristics of today's nurse leaders and the attributes 
necessary to fulfill successfully the leadership role re-
quired of them if they are to be the major change agents in 
the achievement of HFA. If nursing is to adopt a position 
'of leadership, it lfitlst be prepared to make adjustments both 
professionally and politically. Professionally, because 
HFA/PHC requires attributes, values and profes~ional compe-
tence substantially different from those characterizing 
most aspects of contemporary nursing. And, politically 
because .politics is the vehicle . of policy-making and of so-
cial change. 
To me PHC is a prescription to cure, as it were, the 
commercialization and the dehumanization, and the inequity of 
the present medical system. Thus, it is an instrument with 
which to defend one's right to health as one of the basic . 
human rights and in this respect, it is -an instrument that 
embodies social justice. 
The concept of PHC as such is indeed revolutionary be-
cause it calls for really drastic changes. PHC postulates 
changes - for instance, changes : 
1) from treatment-oriented medicine to management of 
health. 
2) from disease-oriented activities to a health care 
enterprise f~r human beings. 
3) from a hospital - oriented system to a community-
oriented one. -
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4) from an organization dominated by doctors to one 
led by manpower other than medical doctors (or 
appropriate and available health personnel). 
In Korea, PHC was adopted as a national policy in 1976. 
What we have accomplished over the 10 years since then, 
indicate that nurses and the profession of nursing are now 
being required to assume various roles which we've never 
dreamed of before. Today, our nurses are also being ask.ed 
to be accountable for their new roles and functions. 
Primary health care is an opportunity for us to win 
recognition that nurses are indeed the most resourceful 
and indispensable manpower to take care of people's health. 
Thus, it is incumbent upon us to respond to the needs of 
our society by demonstrating the excellence imbedded in the 
particular profession we subscribe to. 
The implications of PHC are not confined to the role 
of nurses to deliver PHC; PHC calls upon us to develop the 
kind of leadership that will redress the shortcomings of 
the present health care system and convert it into one 
whereby we can achieve the goals reflected in th~ motto, 
"HFA by Year 2000". This is a tremendous challenge for us 
because, since the advent of organized medical service in 
our societies, nurses have never really exerted any leader-
ship to date. The leadership role has always been delega-
ted to doctors. But, as Dr. Mahler argues, it is the 
nur~es who possess the real potential quality of the kind 
of leadership we'd need to fulfill the objectives of PHC/ 
HFA. Some may think that we are not ready to be leaders, 
but I · believe we will be if we try to. It is entirely up 
to us whether we want to play the role as a leader or not. 
Let me conclude my remarks today by citing a word of 
wisdom spoken by a sage. 
Long ago a venerable scholar said: 
"There is a season for everything, a 
time for every occupation under heaven. 
a time for searching 
a time for throwing away 
a time for ·speaking 
a time for serving. 11 
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As I look at the environment we are in, now is the 
time for nurses to positively respond to social changes and 
challenges; now is the time to develop a new health and 
nursing care system. A time to throw away what is costly, 
redundant or ritualistic, and speak up for our profession; 
now is the time for us to really start serving the public. 
If as a profession, we do not rise to the challenge, the 
cost in unnecessary human suffering will be immeasurable; if 
we succeed, the reward in human well-being will be incal-
culable. 
Distinguished nursing colleagues in the Philippines, 
can we afford not to succeed? 
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C. Paper #3. PRI¥.tARY HEALTH CARE: THE LOCAL EXPERIENCE 
Florita Ferre~ Garcia, M.D., M.P.H. 
Baguio City .Health Officer 
Baguio City Health Dep~ttment 
Head, Department of Preventive Medicine 
SLU College of Medicine 
The enjoyment of the highest attainable standard of 
health is one fundamental right of every human being without 
distihction of race, religion, political belief, economic 
or social condition (WHO Constitution). Health is a birth; 
right and · inorder that one will enjoy health satisfactorily, 
there should be a continuum of health services with partia-
lity to the poor, depressed and deprived (Dr. Alfredo R.A. 
Bengson). 
"Health for all by the year 2000" is a universal goal 
and the World Health Organization (WHO) was given its . man-
date as the United Nations' Specialized Agency for interna-
tional health work in 1948. It means that health be~ins at 
home, in schools, and in nlaces of work, and that people use 
better a~proaches for preventing disease and alleviating 
unavoidable disease and disability. It means that ~eople 
will real~ze that they have the power to shape their own 
lives and the lives of their families - free from the avai-
lable burdens of disease. 
In 1978, the International Conference on PHC held in 
Alma-Ata, USSR, declared that PHC is the key to attaining 
the goal of Health for all by the year 2000. PHC as an 
a~proach is essential health care based on practical, scien-. 
tifically sound and socially acce~table methods and techno-
logy through the full participation of the community, at a 
cost they can afford to maintain at every stage of their 
develonment in the spirit of self-reliance and self-deter-
mination. It constitutes the first element of a continuing 
health care process. 
It has three requirements: a) appropriate technology, 
b) community development, and c) rnultisectoral approach. 
What is Primary B~~lth Care 
PHC As an Annroach - is essential health care ~ade 
available to indi~lduals and families in the community by 
means accentable to them through their full participation 
and at a cost the community can a!ford. Stresses self-
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reliance on th~ preventive and curative aspects of health 
and becomes a responsibility of all. 
As Medical Service - it is a service given to an 
individual or family on first contact starting with infor-
mation-education by the Barangay Health Worker. 
As a Structure - is an integral part of the country's 
health system. 
In ~ Scale of Health Services - it is the first step 
of health care and when required leads on to the secondary 
level and tertiary levels of health care. 
PHC Goal - Health for All Filipinos in the Year 2000 
Heal th for all does not mean th'at by then disease and 
disability will no ·. longer exist nor that doctors and nurses 
will be taking care of everybody. It means that resources 
for health will be evenly distributed and that essential 
health care wi ll be accessible to everyone - with full com-. 
munity involvement and that every man and woman will be 
socially and economically productive. 
Cornerstone of PHC 
1. Community involvement/participation 
- Identification of their own problems and needs 
- Find solutions to these problems and needs 
- Implement solutions (action plan) 
- Assessment of these solutions 
2. Inter-intra sectoral collaboration/cooperation 
3. Utilization of local resources 
, 
4. Prov i sion of back-up su~port by government and private 
organizations 
The Declaration of Alma Ata defined the eight (8) 
essential elements of PHC: 
a) Education concerning ~reventing health problems 
and the methbd of presenting and controlling them 
b) Promotion of food supply and proper nutrition 
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c) An adequate supply of safe water and basic 
sanitation 
d) Maternal and Child Care, including family planning 
e) Immunization against the major ~nfectious ·diseases 
f) Prevention and control of · locally induced diseases 
g) Appropriate treatment of common diseases and inju-
ries 
h) Provision of essential . drugs/medicinal plants 




15 - 20% 
75 - 85% 
PEOPLE 
CONCENTRATION OF HEALTH RESOURCES IN URBAN CENTERS 













This has resulted in dependency: Provider-
Recipient (Dole-out oriented) 
VALUES 
Dual Health Care 
Poor go to traditional healers 
Rich go to sophisti~ated/professional health worker 
- Western Standards (specialists) 
- Drug reliant 
- Institution-based (RHO/Hospitals) 
- Crisis oriented - curative - 70%, preventive - 30% 
- Disease oriented 
......_ 
SELF LIMITING ILLNESSES 
- Unsanitary home conditions 
- Lack of foods 
- Unsafe water supply 
138 





Beyond means of most of our people 
BACKGROUND INFOR~.ATION ON THE PHC APPROACH 
April 1948 
1946 - 1978 
1978 
May .1981 
158 countries set a common goal - "Health 
for all" in .the· year 2000. 
The World Health Organization to do an 
international health work on country pro-
files. 
WHO conducted international health work 
International conference - Alma-Ata, USSR 
declared PHC - The Key to attaining 
health for all 
The Global Strategy - Health for all adop-
ted - Agreement between governments of 






DOH - Re-examined structures, resources and 
strategies - Present health care delivery 
system 
MOH implemented the re - structured health 
care d~livery system throughout the 
country (RSNCDS). 
5-year Health Development Plan prepared 
(1978-1982) 
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1979 LOI 949 - Issued on October 19, 1979 
1980 - 1981 Plan of Action - National Health Development 
Program 
Guidelines in the implementation of PHC 
developed 
1980 Orientation - Other ministries on PHC 
Organization of National PHC committee 
1981 June 30, 1981 - Presidential Proclamation 
Provided the Nationwide implementation of 
PHC 
September 11, 1981 - PHC as MOH Thrust -
ordered implemented by Minister Azurin. 
PHASE I 1980 - 1985 
Identify community development activities and strengthen 
partnerships. 
Training 
PHASE II 1986 - 1995 
Expansion of partnership strategy to include all ba-
rangays in the count~y. 
Strengthen existing support system and structures . . 
PHASE III 1996 - 2000 
Consolidation and maintenance of partnership relation-
ship among communities. Government and private sec-
tors engaged in Health Development. 
All Barangays will have become full partners in 
attaining the goal "Health for All". 
PRIMARY HEALTH CARE - HOW IT WORKS 
In the Philippines, PHC started in 12 pilot orovinces 
~ter which it was implemented nationwide in-1982.-
From 1982 to 1985, 38,100 barangays were initiated to 
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PHC; 303,557 barangay volunteer health workers were trained 
as on .the spot health manpower of the barangay; 14,632 bo-
tica sa barangay were operationalized and PHC committees 
at all levels were organized with the members trained; and 
household teachings have been encouraged for massive health 
learning. · 
Baguio is a city of. rolling hills and mountains. It 
has an area of about 49 square kilometers with a fluid 
population varying from 150,000 (NEDA source) to 250,000 
with a student population of 90,000. The population is 
composed of various ethnic groups, - lowlanders consisting 
of Ilocanos, Pangasinenses, Pampango, Tagalog, Visaya, Bicol; 
the highlanders consisting of Ibaloi, Kankanai, Bontoc, 
Ifugao, Kalinga-Apayao and-foreigners consisting of Chinese, 
Indian, Americans, Spanish, and trickles of various 
foreign nationals. 
Baguio is a Chartered City with a mayor at the head of 
the government administration; 10 Department Heads compose 
its Executive Committee. It has 129 barangays with a popu-
lation ranging from 1,500 to 5,000 for each barangay. Every 
barangay has . a Barangay Council. 
Based on a survey done by the Baguio Health Depart-
ment, there are 2s;oao families with 70% having children 
from 0-4: . The literacy rate is above 90%. 
The city ha~ 7 colleges and universities including a 
military school, 32 public elementary schools. It has also 
7 hospitals including a military hospital and a private 
mental hospital. 
The Baguio Health Department oversees 8 health dis-
trict clinics and 10 subdistrict health clinics, all located 
at strategic areas. 
In 1980, here in Baguio, all the health staff from 
the chief of office to the utility workers underwent a semi-
nar-workshop on PHC. 
Health Education/Training 
I. Training of Health Personnel 
II. Public Information Service 
1. IEC Maternal Develooment 
2. IEC Material Distribution 
3. Press Release 
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4. Broadcast Media 
S. Posters/Visual Aids/Pictorial Display 
6. Audio Visual Service/Film/Slide Showing 
7. Library Service 
III. PHC ACTIVITIES 
1. Organization/Revitalization 
1.1. Barangay PHC Committee 
1.2. Purok PHC Committee 
2. Barangay PHCC Officers Orientation 
3. Barangay Health Workers Training 
4. Establishment of BSB 
S. Training of BSBA 
6. Inter-Sectoral Linkages 
6.1. Dialogu~/Meetings 
6.1.1. Baguio City PHCC 






6.1.4. Baguio Federation of Women's Club 
6.1.4.1. Federation Level 
6.l.4.2. Unit/Barangay Level 
Primary Health Care concept has been made a ·core of 
almost all community health developments. The strategies 
and approaches are basically barangay based with partici-
pation of other agencies and the community. Linkages were 
especially emphasized among the Ministry of Education, 
Culture and Sports, Social Services, Women's Club, etc. 
and the Barangay Council. · 
Social preparation and organization of the barangay 
for PHC were done. It took us almost a year to two years to 
do this phase. Each health· worker was assigned a barangay 
to develop. Survey of the basic health, social and economic 
needs was done. While there are 129 barangays , all .125 
barangays were identified to be developed. The other four 
were purely business districts. 
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Frequent meetings were conducted for planning, 
implementation and assessment of health programs. The 
press and radio were very responsive to dissemination of 
vital information. PHC committees were activated. About 
1,200 Barangay Health Workers were trained on general 
basic health knowledge and skills. About 80% of them had 
additional training on sputum smearing, weighing of 
children, recruiting eligible population for comprehensive 
Maternal and Child Health Care including the Under-Six 
Service, Expanded Program on Immunization. 
Botikas sa Barangay were organized. There are 52 
BSB established. Ten are funded from the population II, 
Two by civic organizations, 3 by private individuals and 
the rest by the Operators themselves. 
As approach to PHC, the salient factor is community 
involvement and participation and this has caught social 
and cultural acceptance of the community. 
If PHC is given the chance in terms of the sustenance 
stage of implementation, it will generate the biggest force 
to health development. 
The PHC activities that are undertaken at the barangay 
level are: 
1. Social preparation and organization of the ba-
rangay for PHC. 
2. Survey of the basic health, social and economic 
needs. 
3. Health related activities such as worker cases. 
Health for all by the year 2000 - World-wide agreement 
means: 
a well nourished population 
1. The Operation Timbang as an · entry point of iden-
tifying and assessing the nutrition of the 
children O - 6, are done by the health personnel, 
Day Care Worke r s of the MSSD and the Barangay 
Health Workers. The 2° and 3° are given supple-
mental feeding and mothercraft is extended to the 
mothers. 
2. Safe drinking water for all 
3. Sanitary disposal of human and animal wastes 
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4. Minimal environmental pollution and hazards 
5. Recognition of communicable diseases no longer 
a major problem 
6. Treatment of chronic diseases 
psychosocial well-being and lifestyle conducive to health 
fertility regulated to ensure better health and social 
well-being 
access to appropriate health for all 
The regional strategy for achieving health for all is 
geared towards a socially and economically productive indi-
vidual. 
Its aim is for: 
- people to live longer 
- low infant deaths 
- low maternal deaths 
- low disability 
- adequate shelter, education and means of livelihood 
CONSTRAINTS AND LIMITATIONS 
Partqership Concept 
A partnership involving the community, the government 
and private health organiiation is a desirable framework for 
attaining and implementing health development activities. 
A number o~ important elements should be considered: 
Government must lead and assume initial responsibility 
for building community capability to plan, organize and 
implement health development activity. 
The community must initiate, commit itself to and use its 
own resources in resolving development issues. 
Government must promote and permit the adaptation of 
approaches of or technologies to meet the needs of the 
community. 
Intersectoral and intra-sectoral approaches must be adop -
ted in problem solving, planning, implementation and 
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development for appropriate technology. 
Government and communities must work together in moni-
toring results of health programs. 
Government must provide communities with resources in 
terms of manpower skills technology, information and 
funds for the planning, implementation and monitoring 
of health development activities. 
WHAT WE HOPE THE FUTURE TO BE IN TERMS OF: 
HEALTH STATUS - To reduce to the minimum the incidence 






HEALTH EDUCATION (ENLIGHTENED CITIZENS) 
j IGNORANCE 
EQUITABLE DISTRIBUTION OF RESOURCES 
DECISION MAKING 
Top J 1 
Down 
For: Central to field 
HW to community 
HW to patient 
2-Way Interaction 
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VALUES: INTEGRATION OF WESTERN & TRADITIONAL TECHNOLOGY 
Community based 
Preventive/Promotive 
Health Development Centered 
The PHC approach is being institutionalized in the Minis-




Strengthening MOH field units 
Improving multi-sectoral collaboration for health 
Translating national health programs into implemen-
table activities and projects at the locality using 
PHC, i.e.~ FPI, NTP, CDD, Medical Care, Sanitation, 
MCH, Nutrition, Mental Health, Health Education, etc. 
The PHC is a practical approach that recognizes the inter-
relationships between health and overall socio-economic 
development by effectively providing essential health ser-
vices that are com.muni ty based, accessible, and sustainable; 
full and active participation of the community development 
of a self - reliant people . capable of achieving the acceptable 
level of health and well-being. 
It aims to: 1) mob i lize the community to participate in 
identifying its basic health needs and in providing appro-
priate solutions through self-service, and self-determination; 
2) maintain good health in as many of the people as possible 
by encouraging patterns of living and habits which are known 
to promote good health; 3) serve as channels of the total 
delivery of health and other social development services 
thereby forming an integral part of the country's health 
system through -
a) increasing opportunities ·for community 
participation in local level planning within 
the context of regional goals and objectives 
b) developing interdisciplinary, intra-sectoral and in-
ter-sectoral linkages with other government and 
private agencies 
c) emphasizing partnership so that those in the health 
system and the community can view each other as 
partners rather than merely providers and receivers 
of health care respectively 
d) constant meetings 
146 
e) · construction and use of water-sealed toilets 
and develop gardening 
f) herbal gardens 
g) income generating· projects 
h) maintenance of health facilities 
orsanization · 
Barangay leaders in'clude the potent ial and educational 
leader in the barangay. These leaders must know their 
barangay health problems; they can prioritize their prob-
lems and discuss ways and means to solve them. Above all, 
they are credible persons in the community. 
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D. Open Forum: 
The following is a summary of the issues tackled and 
reactions made by .the participants during the open forum of 
the Primary Health Care Conference: 
1. Socio-Cultural Context of Primary Health Care 
(a) Social Preparation of the Community 
Dr. Sanchez expressed the opinion that 
in the Rural Health Unit in the Philippines, 
the traditional health team is composed only 
of the nurse, midwife and sanitary inspector, 
hence, he felt that there is lack of social 
preparation that would allow the program to 
succeed. He therefore asked whether another 
·member should be added to the team like fo~ 
instance, the community organizer. Dr. 
Osteria responded that community health care 
studies recognize the importance of the 
local community organizer in mobilizing the 
community to identify problems and formulate 
solutions. 
Dr. John Tinoyan ~dded that since social 
oreparation is a part of PHC, an adequate 
educational background in community health of 
medical practitioners is necessary so that the 
medical graduates would not feel alienated 
when they go to the community and it would 
facilitate socialization. 
On the other hand, Dr. Wale commenting 
on social ~reparation being a component in 
the success of the PHC program as stated by 
Dr. Garcia, asked what training is there for 
the community. Dr. Garcia stressed that 
social preparation needs at least 2-3 years. 
That is, it may take 2-3 years to initiate 
community organization and preparation. She 
further pointed out that the essence of PHC 
is letting the community accept that they 
have to work for themselves. 
(b) Sustainability of Community Participation 
Programs 
Prof. Thelma Corcega verbalized that 
there is growing concern on the lack of 
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sustainability of many community participa-
tion programs . at the barangay level. She 
cited that most of the community participa-
tion activities are isolated lik~ member -
ship in -an organization in a truly partici-
patory spell. The reason for this is the · 
inability of the community to internalize 
the problem per se and come up with logical 
and indigenous solutions. What is needed 
is community involvement in problem iden-
tification through evaluation which is a 
very long process that needs community or-
ganization, mobilization as well as focusing 
interview group discussions. 
Dr. Osteria further stated that one of 
the problems in the delivery of health ser-
vice is the social distance between the 
health service and the recipients of the ser-
vices. She pointed out the importance of 
looking into perceptions and attitudes of 
the recipients . instead of simply blaming 
these people for not availing of the services • 
. Instead, the health serv~ce providers should 
keep in mind that the community should be 
emnowered to determine their own problems and -
should be made to feel that they are capable 
of formulating their own solutions. 
As a rejoinder to Dr. Osteria's afore-
said statement, Miss Corcega mentioned that 
the people are never given the chance to 
really internalize PHC because most PHC pro-
jects are funded projects and as such they 
have a life span since funding agencies were 
interested in outcomes. Hence, whoever is 
doing the PHC project apparently is given no 
choice but to impose the said project on the 
community. So therefore, considering the 
required time frame for the project, the 
community is given no chance to internalize 
the concept of the PHC project. At this 
point, the importance of process evaluation 
was stressed without undermining the signi-
ficance of impact evaluation. 
2. Primary Health Care in Korea 
Professor Baylon raised a point for 
clarification on the roles of the community 
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health practitioners in Korea. \ Thk descrip-
tion apparently envisioned an expart~ed role 
of the public health nurse, the preparation 
of which seems to be way beyond the Baccalau-
reate program. The concept was, the graduate. 
nurse of a 4 year program may perform ~he 
role of a community health practitioner pro-
vided she undergoes many months of prepara-
tion~ This was affirmed by Dr. Kim. A 
question thus posed was whether these prac-
titioners after many months of training over 
the BS curriculum could also do research. 
To this, Dr. Kim replied that the practitio-
ners are encouraged to do research, i.e., 
they are asked to do community diagnosis, 
then plan the activity and conduct the imple-
mentation to be able to evaluate the program. 
Miss Corcega on the other hand, asked 
if Dr. Kim foresees an oversupply of physi-
cians as one of the developments in Korea 
considering the country's economic status. 
Dr. Kim disclosed that her country has a 
policy not to increase medical and nursing 
schools. She stated however that despite 
the policy, 1 or 2 medical ~chools may still 
be established, hence, it is foreseen that 
the year 2000, ,may be over - staffed with 
medical doctors. 
When asked if there are changes in the 
nursing profession in Korea, Dr. Kim conten-
ded that their present concept of the nur-
sing profession should change from hospital-
oriented to community-oriented. She further . 
disclosed that the PHC concept has been in-
corporated in the field demonstration project 
of the nursing curriculum. 
Dr. Narcelles pointed out that the dis-
parity in the health care systems between 
Korea and the Philippines is primarily due 
to the difference in the level of development 
of each country, the former being a much . 
more industrialized co.untry than the latter. 
Whereas in Korea, the nurse assumes the 
major roles in PHC, in the Philippines her 
role is to supervise the midwives who are 
the major PHC-workers. He believed that the 
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success of the PHC programs in the country 
will depend upon the midwives' attitude 
towards PHC as they are the people who work 
directly with the structures. 
On the other hand, he also observed 
some simi~arities iri the health system like 
the presence of different levels of health 
c~re delivery (e.g. provincial or barangay 
level) similar to the health committees in 
Korea. He also cited the presence of a 
BHW here for every 20 families and expressed 
the hope that eventually there would be a 
change in the attitude not only with the 
health workers but also in the participation 
of the people of the communities for the 
program to succeed by the year 2000. 
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II. RESEARCH DISSEMINATION 
The presentation of the research paper (Part I of 
this report) consisted of three parts, namely: the back-
ground of the study, the design and methodology, and the 
research findings. 
) 
The presentation of the background of the study was 
highlighted by slide showing to give the participants of 
the seminar an idea of the terrain of the three project·· 
areas which justify the existence of the Mobile Nursing 
Clinic as health facility ~or providing primary health care 
services. On the other hand, flow charts were presented to 
show the design of the study, i.e., the phases and proce-
dures followed in the conduct of the study. The different 
data-gathering instruments were briefly described. Finally, 
the research findings were presented in the light of the 
objectives of the study and the various indicators used as 
indices in the impact evaluation of the Mobile Nursing 
Clinic as a model health care facility for providing primary. 
health care services. The most salient findings were pre-
sented in tabulated forms, bar graphs and pie graphs. 
The presentation of the research results was followed 
by react i ons of four panel reactors. 
REACTIONS TO THE RESEARCH PROJECT 
A. Miss Vi rginia S. Orais, R.N.,M.S.N. 
Chief, Health Education Manpower Development Service 
Department of Health, Philippines 
Miss Orais congratulated the Saint Louis University 
College of Nursing for setting a precedence of exploring 
poss1 ble solutions to the perennial problem of lack or 
shortage of health manpower to service the underserved and 
unserved portion of the Philippine population. 
With regards to the Mobile Nursing Clinic as a model, 
she commented that while the concept of utilizing nurses 
for primary care in a variety of organized setting is not 
new, the idea of a Mobile Nursing Clinic as a model health 
care facility is an innovation that will not only demons-
trate what nurses can do in a wide spectrum of community 
health problems and needs but also provide opportunities for 
nurses to exercise their independent role and functions. 
She further stated that this model (the MNC) which recognized 
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the potentials of nurses, has primed and proved to some 
extent what nurses and nursing in the Philippines can do 
to augment the lack or limited health services in unserved/ 
underserved rural minority population. 
On the other hand, she said that since current nur-
sing education in the country is already preparing nurses 
to perform beyond the conventional general nursing roles 
in a variety of settings, this could have been the central 
focus of implementation and the evaluation of the model. 
That is, the demonstration of the capabilities of the 
nurses as teacher/trainer, mobilizer/organizer, coordinator/ 
collaborator, leader, change agent, epidemiologist, inves-
tigator/researcher, hand in hand with their role as service 
provider, could ·have been studied and evaluated. According 
to Miss Orais, the result of such study will strengthen the 
selling point of the model for policy makers and health 
administrators to buy and replicate it in selected areas of 
the country. Further, she pointed out that the Model has 
the potential of improving the supervisory role of the nurse, 
as well as her role as a team member, leader and trainor of 
the midwife assigned in the areas of study. 
For . the future improvement and replication of the 
model, Miss Orais emphasized the value of information on 
the nature/type of activities, reasonable coverage and work-
load 'within a span of time and at different time frame or 
schedule, as well as the strategy for the maintenance of 
the services and accomplishments already attained. 
On the title "Mobile Nursing Clinic," Miss Orais 
suggested that "Mobile Nursing Service" would be more 
appropriate inasmuch as one of the objectives of the study 
clearly specified the triumvirate aspects of promotive-
preventive - curative cares. 
With regards to the findings of the research project, 
Miss Orais pointed out the following: 
· a. Under immunization what is more significant is 
the status of comnletion of the different immu-
nization or report on Fu}lb immunized children, 
i.e., the three series o PT and polio. Chil-
dren with incomplete and complete immunization 
should be specified. 
b. While the study showed significant efforts and 
accomplishments on Environmental Sanitation, 
i.e., increase in toilets and accessibility to 
potable water, mention should be made of other 
environmental hazards related to the people's 
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livelihood such as gold panning for example. 
Finally, she asserted that to develop communities . to 
be self reliant in health and related matters, more time 
and competency along the promotive aspect of care and in 
community organization and development are imperative. 
B. Prof. Thelma Corcega, M.P.H.,R.N. 
U.P. College of Nursing 
WHO Nursing Consultant 
Prof. Corcega commended the Saint Louis University 
College of Nursing as one of those who gave substance and 
breathed life to an otherwise abstract and lifeless concept 
of Primary Health Care, when the Mobile Nursing Clinic was · 
conceived. 
She pointed out that while the MNC like other PHC 
projects include in their strategies provision of direct 
services and training of volunteer health workers, the 
importance of the added strategies of the MNC, i.e., 
laboratory examinations right in the community and the 
human relations training, cannot be argued against. 
On the findings of the study, she had the following 
comments: 
a. The improvements in environmental sanitation 
could be factors in the marked decrease in 
morbidity rates of common preventable illnesses 
particularly the .gastrointestinal diseases assu-
ming that data collection was pro~erly done. 
b. Provision of basic needs such as safe and adequate 
water supply coupled with intensive health educa-
tion with positive results as evidenced by the 
change . in perception and knowledge of the popula-
tion could account for change in health status. 
c. Results showed that majority of the VCHWs were 
able to perform at a high level. Is there a 
provision for a support system? In many instances, 
absence of a support system proved to be the rea-
son for a seemingly successful training program to 
eventually_ end up with dTop-outs and inactive 
commurrity, health work-et'S. !rt other words, ' what 
provisions were made for the community to sustain 
and maintain what it has . started? 
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Regarding the methodology, Prof. Corcega emphasized 
the importance of the availability _of baseline data, pro-
per monitoring and good information to be able to come up 
with a good evaluation study. She commented that one 
advantage of the IDRC project was its ability to monitor 
the study population since the size .was very manageable. 
Another ·comment · on .methodology was on the use of ...._ 
interview questionnaire specially in eliciting information 
about satisfaction and evaluation of performance based on 
perception. She emphasized the use of precautionary 
measures to prevent eliciting "polite" answers. 
Miss Corcega concluded her reaction to the research 
project by asserting that she views the SLU-Mobile Nursing 
Clinic to be significant on two counts, namely: 
1. It demonstrates nursing leadership in PHC; and 
2. It once more underscores the role of non-govern-
mental organizations in the achievement of the 
goal: Health for All. 
C. Sebellon Wale, M~D. 
Director,. Extension Projects 
Silliman University 
Dumaguete City 
Dr. Wale believed that the project proponent had made 
the right step by undertaking an impact evaluation of the 
program - the Mobile Nursing Clinic as a Model Health Care 
Facility. He was however, convinced that it was not fair 
to evaluate the program at this point in time, because of 
the time constraint involved in the implementation of the 
project. That is, it takes 10 years before a community is 
said to be developed not just 2 years which is the inclusive 
years of implementation of the MNC in the project areas. On 
the other hand, Dr. Wale, stated that with all indications, 
the project is a successful one. He further mentioned that 
the project has attained its goals and fulfilled its 
objectives inspite of some constraints and limitations. He 
also pointed out that this type of-model could have wide 
practical application in other parts of the country in par-
ticular and perhaps even in other developing countries in 
general. 
· ., Co~sider'irlg ' · ~om~ '·'p~in~ipi~s laid down by the WHO Expert 
Committee as guide for rural health--services, Dr. Wale 
disclosed that among those principles, the following were 
155 





It must be emphasized to the people again and 
again that the provision of ·rural health services 
is their own responsibility and not that of a 
benevolent central government with a bottomless 
purse. 
The creation and improvement of rural health · 
services necessarily involves the provision of 
curative centres, but the preventive .aspect of 
a rural health scheme must be given overall 
emphasis. 
A rural health service must not be allowed to 
grow up ad hoc in a haphazard manner. It must be 
properly and deliberately planned and executed. 
It must, however, be flexible, capable of being 
modified to suit the requirement of different 
parts of the same community •. 
It is essential that the &eneral direction of the 
execution of a rural health scheme should be vested 
in a specialist rural health adviser at the natio-
nal or international level. 
With regards to health planning, he nam~d 9 steps to 
consider in planning a health program which he was happy to 
say had been followed by the project: 
1. Determine the status of the community. This is 
to identify the community's status according to 
its problem areas. 
2. Setting community goals which must be measurable. 
3. Determine the community's attitudes~ resources and 
problems. This is fundamental in evaluating the 
program since cultural and religious mores will 
affect understandini and acceptance of modern 
health services. 
4. Analysis of health problems as to their causes and 
contributing factors. 
S. Alternative plans of action. This has to be 
described in writing and must specify what is to 
be done, for and to whom, when, where and how often. 
They should orovide a means of measurement of 
progress and . be related to a particular planning 
period. 
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6. Conduct of cost-benefit studies to determine 
those which will produce the greatest benefit 
at the least cost within a specific period. 
7. Setting objectives and plans of action. 
8. Making a total integrated community plan; and 
9. Evaluation to appraise services according to the 
impact on the particular problem. 
D. Mrs. Erlinda Toquero, M.P.H.,R.N. 
Provincial Nurse Supervisor 
Provincial Health Office, Benguet 
Mrs. Toquero acknowledged the MNC as having been of 
great assistance to the Provincial Health Office and Rural 
Heal th Uni ts, specifically in augmenting t·he inadequate 
personnel and facilities the Department of Health could not 
provide. She reiterated the role that the MNC had played 
in the delivery of health services in the Province of 
Benguet particularly through the following activities: 
provision of health care services especially in 
. t~e remote depressed and underserved areas 
training of community health workers 
establishment of Botica sa Barangay 
organization of the communities 
laboratory services 
routine examinations by the Medical 
Technologist in their field visits . 
transporting water samples 
Jaboratory facilities for water analysis 
as a non-governmental agency and as a member of 
the Provincial Primary Health Care Committee it 
had provided assistance in some projects 
production and utilization of medicinal plants 
income generating projects 
nutrition programs 
information dissemination drives, launching of 
programs 
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She was impressed by the training scheme presented 
in the research study which she found comprehensive not 
to mention its having included a human relations training. 
She commented however, that the VCHW seem to overshadow 
the role of the nurse in the study who is supposed to be 
the leader ·of the team. She feels that there should be data 
that would show the nurse being the leader and a Primary 
Health Care implementor ' performing the role as organizer, 
facilitator, coordinator and initiator of community acti -. 
vities. 
Although she claimed that evaluation of the project 
was premature because of the short term of implementation, 
she concedes, however-, that indicators showed favorable 
outcome. 
Finally, just like the other reactors, she asserted . 
that the model could be replicated in the rural health 
units under the restructured health care delivery system. 
As such, the expand~d role of nurses as supervisors to the 
different barangays will be strengthened and assistance 
would be extended to the rural health midwives in the 
barangays on the health . service delivery and community de-
velopment. 
----Mrs. Toquero further stressed that the Mobile - Nursing 
Clinic could be an implementing arm of the different Impact 
Programs of the Department of Health which ·~~e th~ ,Primary 
Heal th Care Approach. Such Impact Programs· ·~ire: ·;·: . .- ....... / ·. 
Comprehensive Maternal and Child Health Care that 
integrates MCH, Nutrition, Immunization, Dental 
Care, Family Planning and Undersix. 
National Tuberculosis Program whose emphasis is 
sputum collection and smearing to identify positive 
sputum before clients are referred for x-ray exa-
mination, providing free medicines for 6 months 
under the Short Course Chemotherapy and free x-ray 
films provided for symptomatics referred after two 
consecutive sputum examinations with negative 
results. · 
Malaria Control Program where free examinations 
of smear and medicines are given to positive cases. 
Leprosy Control where referral of cases for fur-
ther laboratory examinations are given free 
dapsone treatment 
Cardiovascular Disease Control where "operation blood 
pressure" is done to casefind hypertensive cases with 
symptoms of heart diseases like rhetD11atic heart disease 
and other heart ailments. 
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III. GROUP DISCUSSION ON PROGRAM PLANNING 
AND POLICY MAKING 
The small group discussions resulted in a list of 
recommendations which should be taken into consideration 
in the planning, implementation and · evaluation of PHC 
programs. A synthesis of these recommendations focus on 
the incorporation of the important .. elements of PHC, namely: 
(1) social preparation 
(2) resource inventory and 
(3) intra and intersectoral linkages 
A. Planning: 
1. Emphasis on problem definition, community orga-
nization and section planning using community 
determined indicators. Such must be geared 
towards autonomous identification of the needs 
by the community and flexibility in determining 
the health needs based on their socio-cultural 
milieu. 
2. Identification of indigenous. and/or local poten-
. tial health providers in the community and the 
utilization of their services by the community. 
3. Comparison of the alternative schemes in the 
health care delivery to select the most efficient 
strategy under existing conditions. 
4. Institutionalization of the human relations di-
mension in the training program for the community 
to ensure the effective translation of knowledge 
to action. 
S. Determine adequately the time frame within which 
the program will operate and come out with rea-
listic targets against which program progress 
can be monitored. 
6. Classify the community health workers' tasks into 
specific categories such as primary, secondary 
and tertiary levels of prevention. 




1. Involvement - of inter-community groups as well 
as intersectoral linkages in tapping of resour-
ces and implementation of programs particularly 
local government officials and Department of 
Health, or intensify _ the inter and intra dis-
ciplinary involvement in the implementation of 
the project. 
2. Use the professional nurse to conduct the com-
munity health workers' training and to directly 
supervise the delivery and/or directly deliver 
the major health services in the distant dep-
ressed rural areas. 
3. Extrication of the more important features of 
the results of the project~ as for example: 
a. the performance level of community health 
workers as related to health status (percent 
of households with ill children) 
b. the total households approached with the 
number of households utilizing specific 
services as related to the number of .house-
holds who did not· utilize the service. 
4. Use qualitative mea~ures such as: 
a. case studies of community health workers 
b. family case studies 
c. community organization and leadership patterns 
in relation to health service delivery 
S. All stages of implementation should be documented 
and analyzed in terms of achievement of immediate 
program goals. 
C. Assessment/Evaluation 
1. Continuous community feedback based on monitoring 
results for program deliberation such as 
expansion or constriction of the program. 
2. Income generating projects should be specifically 
defined as part of indicators to evaluate servi-
ces of PHC development projects. 
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3. Evaluation of nutritional status per year. 
4. Assess the project in line with PHC elements, 
namely: 
a. community participation 
b. sustainability 
c. accessibility 
d. .use of appropriate technology 
e. support mechanisms 
f. inter/intra sectoral coordination 
g. cost 
5. Five-year impact evaluation to get a better 
outcome/result of the effectiveness of the 
program. 
6. Process evaluation, i.e., on-going, continuing 
evaluation of the program/project as implemented 
to the community as recipient. 
D. Policy 
1. The medical and other paramedical courses should 
be revised, integrating the concept of primary 
.health care such that the medical and nursing 
curricula would be community-based in response 
to the PHC thrust of the Department of Health. 
2. All projects undertaken by NGOs should be jointly 
planned with the government sector from the start: 
a. inter and intrasectoral linkages 
b. inclusion of a full time community organizer 
c. phase out support strategy 
d. consider income-generating projects 
3. Provision of a scheme of incentives for the 
sustainability of the project, preferrably non-
monetary such as flashlights, kits' , umbrellas 
and the like. 
4. The community health workers should be given some 
form of remuneration inasmuch as in doing their 
voluntary work, they cannot engage fully in any 
form of livelihood. 
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E. Further Research 
1. Area of leadership style applicable to community 
2. Failure of the Family Planning Program 
3. Descriptive study ~f ihe role/function of the 
nurse in the PHC program 
4. Implication of PHC program in oth~r areas 
5. Enhancing and re~iraining . factors in sustaining 






THE MOBILE NURSING CLINIC: A MODEL HEALTH CARE FACILITY 
FOR PROVIDING PRIMARY HEALTH CARE SERVICES 
TO THREE SELECTED COMMUNITIES IN 
BENGUET PROVINCE, NORTHERN 
LUZON, PHILIPPINES 
(PHASE I) 
This study was conducted by the College of 
Nursing of Saint Louis University, Baguio 
City, from June 1982-April 1984, and was 
funded also by the International Development 
Research Centre, Canada (IDRC) with counter-
part logistical support from Saint Louis 
University. 
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Objective of the Study 
This study was designed to determine the effective-
ness of the Mobile Nursing Clinic (MNC) as a model health 
care facility, in providing primary health care services 
to three selected deoressed and underserved communities 
in Benguet Province. · 
Specifically, this study sought: 
1. To find out the attitudes and reactions of the 
communities served towards the existing Mobile 
Nursing Clinic. 
2. To determine the health status as well as the 
health needs of certain selected communities. 
3. To organize and provide prdmotive, preventive, 
curative and rehabilitative health care services 
through the MNC to these communities; and 
4. To explore the attitudes and reactions of these 
communities toward the MNC, as a provider of 
PHC services. 
As conceived by. Saint Louis University College of 
Nursing, the M~C tried to demonstrate a model . health care 
facility which could deliver primary health care services 
to distant, depressed areas. To bring about full commu-
nity participation, p~anning arid organization of Primary 
Health Care (PHC) activities, as well as assessment of 
community needs were done with ~he community leaders and 
residents and in coordination with government health and 
health-related agencies. Implementation of the needed 
health services identified was done by the trained commu-
nity health workers (VCHW) and the MNC staff. These 
health services were implemented only after a careful 
assessment of the health needs by the participants, the 
community and the MNC staff. A limited evaluation of these 
services was done eight months after its implemeptation 
at the termination of the project. 
The interrelations of these key factors in the 
delivery of health services is illustrated in Figure 1, 
namely: Participants, processes involved and health 
services. 
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Figure 1. Theoretical Framework 





Saint Louis ~ 1. 
University 2. 













2. Private, Private Practi-
tioners, Civic & Church 
Groups 
.____ - - --·------------' 
PROCESSES HEALTH SERVICES 
PLANNING l~ROMOTIVE 






As illustrated in the foregoing scheme, the partici-
pants in health service delivery were Saint Louis Univer-
sity Mobile Nursing Clinic through its staff and the com-· 
munity composed of residents, leaders and potential or 
functi oning health workers. These two sectors, in colla-
boration with other sectors from both private and public 
health agencies engaged in the process of planning, orga-
nization, assessment, implementation and evaluation towards 
delivery of health services classified as promotive, pre- · 
ventive, curative and rehabilitative. Accordingly; the 
model of this study evolved as follows: 
Figure 2. Model of the Study 
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The model illustrates the partnership approach bet-
ween the MNC and the community in Primary Health Care 
Service delivery. Specifically, the Saint Louis Univer-
sity Mobile Nursing Clinic which consists of two basic 
components, that is (a) provision of health ~ervices and 
(b) training of VCHWs, initiates a partnership understan-
ding with the community, taking cognizance of its socio-
demographic characteristics, health problems, health 
service utilization patterns, resources and potentials in 
the form of "Health Service Volunteers" and/or trainees. 
Together, the goal of primary health care through its 
partnership is expected to be attained, accepted, utilized 
and retained in the community which could eventually lead 
to self-reliance on the part of the community. 
II. Design and Methodology 
This study was basically . descriptive and exploratory. 
It consisted of two phases initially. 
Phase I sought to attain the first two objectives of 
the study through a survey of the needs and problems of 
selected communities including their socio-demographic 
characteristics as well as their reactions to the existing 
Mobile Nursing Clinic. 
Phase II involved the planning and implementation of 
a Mobile Nursing Clinic, consisting 0£ two basic components: 
a) training of Volunteer Community Health Workers 
(VCHWs), and 
b) prov1s1on of basic health services at primary 
health care level, based on the results of Phase I. 
Phase III was added when the project was extended for 
four months. This sought to attain the fourth objective 
of the study through an assessment of the MNC program, i.e., 
by assessing the attitudes/reactions of these communities 
toward the MNC as a provider of Primary Health Care 
Services. 
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The following flow chart illustrates the basic plan 
and procedure of this study. 
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The pre-post case study design utilized in this study 
is illustrated schematically as follows, using each commu-
nity as its own control. 
· The Basic Design of the Study 
MNC Services 
Pre-Implementation Implementation ~Post-Implementation 
(Phase I) . (Phase II) (Phase III) 
I I 
Ecological Units: -\ Exposure to -1\ Model Health 
Care FAcili ty 
Ecological Units: I 
I 
1. Banengbeng 1. Banengbeng 
2. Coroz 2. Coroz 
3. Labilab 3. Labilab 
J I J l 
~// 
Survey and observations 
are made of ·some manifest 
behaviors/practices of 
the communities. 
Survey and observations 
are again made of the 
same manifest behaviors/ 
practices of the commu-
nities. 
Potential · result: The 
difference in the surveyed/ 
observed behaviors and · 
practices of the three com-
munities from one time 
period to the next after 
exposure to the model 
health care facility is 






Specifically, the following procedures were adapted 
in each plan: 
Procedures Adapted 
Phase I: Pre-Implementation 
Survey of community health 
needs and problems, socio-
demographic characteristics, 
perceptions of MNC 
Phase II: Imnlementation of MNC 
A. Training VCHWs 
B. Provision of basic health 
services 
Phase III: Post-Implementation 
Assessment of the MNC using as 
indicators: 
A. Community participation 
- participation in the im-
plementation of suggested 
activities toward specific 
goals/objectives e.g.,"en-
vironmental sanitation, 
engaging in health-related 
activities. 
B. Utilization of health services 
- availing of health services 
such as clinics, laboratory 
services, mothers' classes, 
and the like. 
Tools/Procedure 
Interview/Questionnaire 
Human Relations Training 
Didactics, Clinical 
Experience 
Health Services, i.e., 




Actual observation of 
VCHW performance 
C. Participation of VCHWs in promoting 
health care 
- rendering of health services by VCHWs 
in their respective communities, co-
ordination with other health agencies. 
D. Community Satisfaction 
- feelings about the services 
rendered by the MNC and VCHWs. 
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Site and Population of the Study 
This study was conducted in 3 rural communities in 
Benguet, namely: Banengbeng, Coroz and Labilab with a 
total of 260 households. A representative from each house-
hold, usually the head of the family either the wife or 
husband, was chosen as respondent in the interviews con-
ducted. 
Recruitment of VCHWs 
Community assemblies were called in each project area 
where the residents were asked to choose their community 
health workers on condition that their choice: 
a. volunteers to become a VCHW 
b. has interest to learn/undergo training 
c. is willing to help other people 
d. can read and write 
e. is a resident of the project community and 
f. is available and approachable. 
Data Instruments and Collection 
An Interview Questionnaire was utilized to gather 
baseline data for the study, i.e., the communities' health 
status and perception regarding the existing SLU-CN MNC. 















pre- and post-natal care 
family planning 
general health beliefs and practices 
recreation 
illnesses and deaths in the family 
~roblems in the community · 
perceptions regarding the Mobile Nursing Clinic 
Rapport was established with the mayors and other 
officials of the municipalities as well as the population 
of the project areas prior to actual conduct of the commu-
nity health survey to gather the necessary baseline data. 
Psychological tests like the Global Self Esteem Scale 
(GSE), Sentence Completion (SCT) and Philippine Thematic 
Apperception Test (PTAT) were administered to the volunteer 
community health workers as part of their human relations 
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(HRT) before they underwent the formal primary health care 
training program. 
For the aforementioned training program, tests were 
constructed for every section of the didactics part which 
served as preassessment and postassessment tools. On the 
other hand, observation checklists were constructed and 
utilized for the practicum part of the training to assess 
the manipulative skills of the VCHWs. 
A three-point scale was constructed and administered 
to the volunteer community health workers to assess the 
training program they had undergone. Another interview 
questionnaire was constructed to assess the extent of utili-
zation and satisfaction of the community members with the 
VCHWs and MNC services. 
Limitations of the Study 
A prominent limitation of this study is its limited 
generalizability due to the fact that only 3 small commu-
nities were used, each community being used as its own 
control. The study is limited in scope and therefore not 
sufficient for meaningful generalizability to be made of 
larger social aggregates. 
Another limitation is that indicators of effectiveness 
were based on the subjective perceptions of the clientele 
of the MNC services. Furthermore, questions that assess the 
respondents' attitude toward the MNC were based on the 
assumption that these respondents were objective and honest 
in their assessment. · 
III. Findings 
Phase I. Baseline Data 
The following present the comparative profile of the 
three communities based on information gathered through 
the questionnaire/interview . guide. 
1. Socio-Demographic Characteristics of the Population 
of the Three Project Areas. 
The three communities had a total of 1,490 and 
were comparable in socio-demographic characteritics. 
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The average family size was 5-6 members and the 
population was relatively young, with about 
half of the population falling within the 
dependency age group in each community. Majority 
of the people had attained on+y elementary edu-
cation. 
2. Health Situation 
Envi~onmental Features of the Three Project Areas 
The people in the study communities depended 
on springs, rivers, brooks and open wells for 
their water supply. Majority, 75.3% had open, 
stagnant drainage while only 24.62% had the open, 
lined or closed drainage system. Garbage dispo-
sal was mainly done by open dumping. 
3. Health Knowledge and Practices 
In general, health practices reflected lack 
of understanding of scientific causes of illness 
and the relationship of habits to ones' health. 
4. ·Nutrition 
. The main diet of the population of the three 
communities was quite rich in carbohydrates but 
very much lacking in protein-rich foods. For 
babies, powdered milk was preferred. 
5. Immunization 
The immunization which most children had was 
B.C.G. (56.43%) followed by Oral Polio Vaccine 
(18.42%) and DPT (18.42%). A few could not 
remember what kind of immunization their chil-
dren had. 
6. Dental Care 
Many people did not know the influence of 
good nutrition on dental health. In general, 
people did not pay attention to their teeth for 
as lon~ as they could use them without discomfort 
and pain. Most of the time, people went to the 
dentist only when they needed a tooth extraction 
or when they had a toothache. 
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7. Common Home Remedies 
The most popular home remedy was the use 
of Vicks Vapor Rub followed by other over-the-
counter drugs and steam inhalation. Only 5.77% 
employed cafiao. 
8. Health Seeking Behavior 
Sick people in these communities were 
brough t to the hospital or health center only 
when they were very ill and home remedies had 
failed. 
9. Pre-natal Cases 
~ The survey revealed that 13.08% of the house-
holds had expectant mothers. 
10. Family Planning 
Of the 260 households, only 78 or 30% of 
the families practiced some kind of family 
planning method. 
11. Perceived Health Problems 
The five most pressing health problems per-
ceived by the respondents in each · community were: 
cough, colds, loose bowel movement, influenza 
and fever. 
The respondents' perception of the primary 
causes of the common illnesses in their communi-
ties were: 
1. poor environmental sa~tation; lack .of 
toilet facilities 
2. exposure to extreme temperature, bad 
weather, exposure to wate-r 
3. contaminated food and water 
4. long hours of work 
Perception of Mobile Nursing Clinic (MNC) 
The MNC services were perceived as mostly in the form 
of dispensing over-the-counter drugs. 
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Phase II. Implementation of the Model He"al th Care Facility 
As previously mentioned, based on the findings of 
Phase I, Phase II implemented the MNC services consisting 
of two basic components, namely: (1) Training of VCHWs 
and (2) Provision of Basic Health Services. · The latter 
was specially planned taking into consideration the crucial 
findings of Phase I with regard to target client groups such 
as high risk, productive and reproductive age groups, of 1 
services to be strengthened like Maternal and Child Health, 
Family Planning and preventive health education programs. 
Likewise, the training of VCHWs was planned and sequentially 
followed, based on priority health problems identified in 
Phase I. The MNC .services were undertaken with emphasis on 
the training aspect during the first eight months. 
A. Volunteer Community Health. Workers' Training 
This training consisted of the following procedures: 
Human Relations Training, Didactics and Practicum and 
Service Responsibilities of the Trainees-Clinic, Home and 
Community. 
The first part of the VCHW training was a program on 
human relations. This was deemed important to help the 
participants understand themselves and others better; to 
enhance their sensitivity to each other, develop their 
communication skills and let them experience the importance 
of cooperation, collaboration and co-responsibility' in 
building a community. Prior to training, all the VCHW 
trainees were administered three psychological tests de-
signed to tap personality characteristics such as motiva-
tional, emotional and interpersonal needs (PTAT, GSE and 
SCT). The tests indicated general feelings of well-being 
and self-acceptance and recognition of self-worth as in-
dividuals. However, feelings of apprehension and anxiety 
regarding their capabilities to tackle and cope with the 
training program and especially to function eventually as 
volunteer community health workers, as well as concern and 
worry over the possible reaction to or acceptance of them 
in such role by the community, generally prevailed in their 
responses. 
After the HRT, the trainees had the didactics and 
practicum on health promotion and ·maintenance, prevention 
and management of diseases and nursing procedures/activities. 
The content of the didactics part, based on the problems 
identified in Phase I consisted of three phases, namely: 
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(1) environmental sanitation, (2) diseases ar1s1ng from 
unsanitary environment, and (3) pre- and post-natal care 
nutrition and family planning ·and family welfare. Their ' 
performance was monitored through pre and p~st-tests results 
for each phase covered. Based on the results of all the . 
tests administered to them, it was inferred that the training 
program provided, was effective. As such, the trainees had 
been prepared quite adequately to initiate and promote pri-
mary health care in their respective communities. 
For clinical experience, the VCHWs' practicum consis-
ted of case finding in their respective sitios prior to the 
scheduled clinic day and then attending to the cases of 
their focus in relation to didactics during the clinic. 
Each trainee learned to do assessment, and came up with a 
management program of particular cases in each clinic under 
the guidance and supervision of a professional nurse of the 
research team. The clinic day concluded with a review of 
the cases which included corresponding laboratory results, 
general management procedures, a discussion of problems 
encountered and observed, activity patterns, and lastly, 
home follow-up assignments of those who required the ser-
vice. · 
The trainees organized also other activities like 
mothers' classes, cooking demonstrations, fund raising 
projects under the guidance of the MNC staff. The training 
program was spread throughout a period of eight months to 
suit the VCHWs1 working schedule and their availability as 
well as adjust to unavoidable interruption like adverse 
weather conditions/road cuts and landslides. 
B. Basic Health and Nursing Services 
These consisted of (1) prevention and promotive · 
services, (2) curative services, (3) referrals and 
(4) home follow-ups based on the rieeds revealed in the 
initial survey. 
1) Preventive and Promotive Services. 
Environmental sanitation program, maternal and child 
health services and dental care services were the components 
of the preventive and promotive services rendered to the 
population of the three communities. 
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2) Curative Services. 
The curative services consisted of clinic consulta-
tions for morbid and heal th sup_ervfsfon cases, referrals and 
homerollow-ups for priority cases both by the staff and 
trained VCHWs. The laboratory services were a component 
of the clinic consultations handled by a medical techno-
logist. 
To provide for a more systematic and purposeful 
functioning of the team and the VCHWs, the decision tree 
. protocol and the nursing process were utilized as guides. 
The decision tree protocols were constructed for immediate 
therapeutic decisions and prior to utilization, physicians 
were consulted for their validity. (See Appendix A-1) 
These were most useful in the management of morbid cases 
by the professional team workers, while the simpler decision 
tree protocols which were formulated for the use of the VCHWs 
were of value in the absence of the professional health 
worker. Instead of leaving the VCHWs completely helpless, 
the protocols guided them accordingly as to the measures to 
institute when confronted. with a health problem. 
Upper respiratory tract infections, mostly cough and 
colds and flu topped the list of ailments consulted to the 
MNC staff as it was with VCHWs. Second, however, as 
frequently consulted to the MNC staff, was musculo-skeletal 
disorders - ailments which the VCHWs were not consulted 
about. This was possibly a recognition by the people of 
the VCHWs' limitations. The first and third disorders were 
similar to what the VCHWs were consulted about, affirming 
the prevalence of these disease conditions. 
Analysis of the nature of the disease conditions and 
the contributory factors to the causation of said diseases 
indicated that these could be managed at the primary health 
care level. 
Laboratory Services 
The medical technologist was a regular staff of the 
MNC. Through the supportive findings of the medical 
technologist, the nurses were able to confirm their nursing 
diagnosis. Clinical laboratory examinations done included' 
routine stool examination, urine microscopy and complete 
blood count. Parasitism was found to be very rampant and 
most prevalent among the very young (those below six years 
old) and the working age group, that is between 15 and .45 . 
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3) Referrals. 
Clients who needed the attention of a physician or a 
specialist were referred accordingl~. 
4) Home Follow-Ups. 
The chronically-ill, the physically-disabled, the 
acutely-ill patients and those undergoing rehabilitation 
were followed-up in their homes by the VCHWs. Home visits 
for health supervision of well cases were also made. 
Emphasized in-these visits were environmental sanitation, 
proper nutrition and proper hygiene. 
Phase III. Assessment of the Model Health Care Facility 
Evaluation or assessment of any program is, imperative 
to find out whether the said program had been effective in. 
meeting its objectives. The particular program implemented 
in this study was assessed although the researcher,s rea-
lized it was a bit premature due to time constraint. 
Assessment was done (after 8 months of implementation) 
using as indicators of effectiveness: (a) utilization of 
services provided by the VCHW and MNC, (b) community 
satisfaction, (c) participation of VCHWs in promoting 
health care, and (d) community participation. 
A. Utilization of and Satisfaction with Services Provided 
·6y the Volunteer Community Health Workers and Mobile 
Nursing Clinic. 
An assessment of the utilization and satisfaction of 
the health services by the trained VCHWs and the MNC staff 
was done through a survey questionnaire at the termination 
of the project. (Please see Tables 1 and 2). 
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'TABLE 1 
UTILIZATION AND SATISFACTION WITH VCHWs 1 
SERVICES IN THE THREE COMMUNITIES 
SERVICES : NUMBER: SA'l'ISFIEll :NOT SA'!' I s!l IE!l :AVAILED:NO. % :NO. % 
:A. PREiJEl'J'I'IiJE?l'ROMOTIVE: 
1. prenatal check-up : 61 : 54 88.52 7 11.48 
2. postnatal check-up : 51 : 45 88.24 6 11. 76 
3. family planning 82 : 76 92.68 6 7.32 
4. well child check-up: 179 :171 95.53 8 8.47 : 
TOTAL 373 :346 92.76 27 7.24 
:B. CURATIVE SERVICES 
1. teach/demonstrate 
medicinal plant 
preparation and use: 196 :190 96.94 6 3.06 
2. teach home remedies: 205 :198 96.59 7 3.41 
3. dispense over-the-
counter drugs 148 :148 :100.00 0 0 
4. therapeutic health . ' 
advises 197 :197 :100.00 0 0 
TOTAL 746 :733 98.26 13 1. 74 
:C. REFERRAL SERVICES 
1. referral to rural 
health·midwife 84 81 96.43 3 3.57 
2. MNC nurse ll3 :109 96.46 4 3.54 
3. Doctor 84 : 78 92.86 6 7.14 
4. HosEital 87 : 81 93.10 6 6.9 
TOTAL 368 :348 94.84 19 5.16 
:D. ROME FOLJ:Cll'l-Ul' 
SERVICES 
1. follow-up of 
patient 141 :1'35· 95.74 6 4.26 
2. check-up/attend to 
sick member of 
family 194' :190 97.94 4 2.06 
3. ocular inspection 
& campaign for 
environmental 
sanitation 232 :230 99.14 2 0.88 
4. dissemination of 
information 
a. clinic consul ta-
tion with MNC 
Staff 219. :207 94.52 12 5.48 
cont'd. 
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Table 1. (continuation) ... 
SERVICES :NUMBER SATISFIED :NOT SATISFIED :AVAILED:NO. : ~ :lilo. % 
:D. continuation ... : 
b. community meetings: 
and assemblies 160 156: 97.50: 4: 2. 5 
c. mothers'/parents' 
classes 137 128: 93. 43:. 9: 6.57 
TOTAL 1083 :I04o: 90.SS: 3S: 3.42 




neighborhood 163 161 :· 98.77: 2: 1. 23 
2. coordinate with 
other government 
agencies 153 148: 96.73: 5: 3.27 
3. conduct fund 
raising projects 116 100: 86.21: 16: 13.79 
4. conduct mothers'/ : : 
parents' classes 72 66: 91.67: 6.: 8.33 
5. actualize projects 
or plans for : 
comffiunity 
development 100 97: 97.0 3: 3.0 
TOTAL 604 572: 94.7 32: 5.3 
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TABLE 2 
UTILIZATION AND SATISFACTION WITH MNC 
SERVICES IN THE THREE COMMUNITIES 
SERVICES :NUMBER . SATISFIED :NOT SATISFIED: :AVAILED:NO. % • :NO. % 
:A. PREVENIIVE/PROMOt!VE 
1. prenatal check-up· 
2. postnatal check-up 
3. family planning 
4. well-child check-up 
TOTAL 
:B. CURATIVE SERVICES 
1. herbal med1cat1ons 
2. home remedies 
3. over-the-co_unter drugs 
4. therapeutic health 
advices 
5. laboratory exams: 
a. fecalysis 
b. urinalysis 
c. blood examination 
TOTAL 
:C. REFERRALS 
1. Rural Health Midwife 
: 2. Doctor 
: 3. Hospital 
TOTAL 
:D. HOME FOLLOW-UPS 
1. family health care 
supervision 
2. environmental sanitation: 
3.' case finding 
TOTAL 
:E. COMMUNITY ORGANIZATION 
SERVICES 
1. coordination with: 
a. RHU 
b. Municipal Offices : 
c. City Engineer's Office: 
d • .MSSD 
2. community activities: 




























b. assisting in fund 
raising and other 
projects .. 116 
c. conducting mothers-' 
















































































112: 71.34: 4S 
110: 94.83: 6 
137: 93.84: 9 





























I. 6 : 
Finally, the members of the project communities 
expressed the wish for the MNC services to be continued . . , 
specially the health education part where preparation and 
use of herbal medications and home remedies were taught. 
Only a small percentage of respondents mentioned the desire 
for free medicines in contrast to the findings of the ini-
tial survey in Phase I, where th'e MNC had been perceived in 
the light of "distribution of free over-the-counter drugs." 
IV. Conclusion 
Summary of Findings 
The findings of this study showed that: 
1. The communities initially perceived the existing 
Mobile Nursing Clinic as a source of dole-outs particularly 
of medicines related to health problems. 
2. The community diagnosis disclosed that: 
a. the population of the three project areas 
were comparatively young, majority of whom 
belong to high risk, productive and repro-
ductive age groups; 
b. the primary health problem of the three 
communities was unsanitary environmental 
conditions that gave rise to various 
diseases; 
c. the two most prevalent illnesses in these 
areas were upper respiratory tract infections 
and gastrointestina1 diseases, most of which 
were communicable but preventable in nature. 
3. The VCHWs developed concern for their community, 
i.e., sincerity and willingness to share their capabilities 
in community development despite the absence of remunera-
tion, after their training which included a human relations 
training. 
4. The population of the three communities believed 
and accepted the capabilities of both the MNC staff and the 
VCHWs in helping them with their health problems, thus they 
availed of and were ·satisfied with whatever services were 
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offered by the health care facility, i.e., the Mobile 
Nursing Clinic. 
5. The communities were receptive of the Model 
Health Care Facility suCh that they- wished for the con-
tinuation of the services. 
Conclusions 
This study has. come up with the following conclusions: 
1. There are members of the community who are 
willing to undergo training, and render heal th services to 
their own communities even without the promise of remune-
ration. 
2. The trainees and the members of the community see 
any program to be relevant if based on their needs, and if 
they are allowed to participate in the planning and imple-
mentation. 
3. Training given to Volunteer Community Health 
Workers that include human. relations training, didactics 
and practicum enable them to develop the attitudes· and 
skills to carry out their tasks as community health workers, 
i.e., as the implementing arm o_f other heal th agencies. 
4. The active participation and involvement of the 
·VCHWs and the communities in all aspects of the project is 
an evidence of the viability of the participatory strategy 
of the Primary Health Care approach. 
5. The expertise of a medical technologist in a health 
care facility proved to be helpful to nurses in arriving at 
more accurate nursing diagnosis and better planned nursing 
management. 
6. There is convincing.evidence (Phase.III results) 
that the Mobile Nursing Cl_inic as a model health care faci-
lity is effective in promoting primary health care in 
depressed areas by going to these areas to train volunteer 
community health workers as .well as rendering basic •health· ser-
vices which are promotive/preventive and curative in nature. 
This further demonstrated the feasibility of utilizing 
nurses in mobile clinics as they are ·more prepared than 
midwives, to provide a wider range of health services on 
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DECISION TREE FOR MNC USE 
Fever Apply Home Treatment: · 
Sore Throat 
Runny Nose or With Nasal SLK Syrup or Salabat 
Congestiori YES Powder 
Sneezing Steam Inhalation 
Whitish Phlegm TSB for Fever Patieilt 
Has Discharge from Ear Drink moTe water or Doesn't 
Tea-·· E-ue'" Calamansi Juice Improve 
Aspirin or Medical - After 2 
Sputum.Examination Results Adults: 1-2 Tablets QID Weeks 
From MNC Laboratory is Y"C 
Children: 1/2-1 Tablets 
Positive for Bacterial QID 
ti • .: - • Deep Breathing Exercises 
Adequate Rest and Sleep 
Patient has had Cough for Bronchial Tapping 
Weeks or ~1onths 
Palpable Cervical Lymph Node: ---------------~-- ------
~AT Greenish/Yellowish or Blood Included 
Streaked Phlegm 
for Pneumonia: 
Sputum Examinations from MNC Glyceril Guiacolate 
Laboratory is Positive Children:l/2-lTSP TID 
.J:-- .,..TI n_ 111.; · Adults: 1-2 TSP TID 
Penicillin 
Flaring of Alae Nasi 1-3 Years Old: 250,000 
Difficulty of Breathing Units OD for 5-7 Days 
Cyanosis 4-12 Years Old: 500,000 
Intercostal Retraction and Units OD for 5-7 Days 
Use of AcCessory Muscles Adults: 1,000,000 Units 
Rales Appreciated or Upon OD for 5-7 Days 
Auscultation (PO Sensitivity Test or I M.D., 
Strider and Grunting Espe- Ask for Hx of Allergic 





DECISION TREE FOR VCHW USE 
Fever Apply Home Treatment 
Sore Throat ' YES SLK Syrup or Sala-
Runny Nose bat 
Whitish Phlegm Steam Inhalation 
TSB for Fever 
p Drink More Water/ atient Com- Calamansi Juice ' plains of: 
Aspirin or Medical 
'COUGH &I Ask o· Deep Breathing COLDS I See I· Exercises 
With: Rales/Wheezes Health Teachings 
No Imnrove-Appreciated 
Adequate Rest and ment Atter '.Refer to: Upon 
Midwife Auscultation Sleep Five Days 
or 












Cough and Colds 
for more than 
two weeks 
APPENDIX B 







I. Is/are -there volunteer community health worker(s) 
from your sitio? 
. --Yes __ None __ non ' t know 
If yes, 
How many are there? ____ _ 
What are their names? 
/ 
How often do they provide primary health care 
services in your sitio (quarterly)? ------
If no, 
Is/are ther volunteer community health 
worker(s) from other sitio/barangay who come to 
provide primary health care services? 
--Yes __ None __ Don't know 
If yes, 
How many are th~y? ___ _ 
What are their names?--------'----
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From which sitio/barangay do they come 
from? 
( 
How often do they come to provide primary· 
heal th care services -(quarterly)? 
Name of VCHW being evaluated: 
COMMUNITY EVALUATION OF VCHW 
II. How many times have you availed of or participated 
in each of the services provided by the VCHW in your 
si tio? Using the 'Scale: : 
VS -- /~ - /~ - /~ - /~ - /~ -- U) how well did 
the VCHWs perform these services? SKIP SERVICES NOT 
AVAILED OF. 
Example: 
: NO. OF: 
: TIMES : 
SERVICES :AVAILED: DEGREE OF SATISFACTION :REMARKS: 
:OF FROM: 
: 1. Pre-natal 
check-ups 











signs . _ 2x 
. . . . 
:VS-/~-/~-/~-/~-/~-U: 
. . . . 
:VS-/~-/~-/~-/~-/~-U: . . . . 
:VS-/~-/~-/~-/~-/~-U: 








DEGREE OF SATISFACTION :REMARKS: 
:A.PREVENTIVE/ 
PROMOTIVE: 
I.Maternal & : 
Child Health: 
Services: 
1. Pre-natal : 
check-ups:: 
a.determining: 
L.MP • . : 
b.determining: 
EDC-infor- : 
ming of EDC: 
c.teaching on: 
nutrition 
























. . . . 
:vs-1-r-1-r-1-r-1-r-1-r-u: 
:vs-1-r-1-r-1-r-1-r-1-r-u: . . . . 
:vs-1-r-1-r-1-r-1-r-1-r-u: 
. . . . 
:vs-1-r-1-r-1-r-1-r-1-r-u: 
. . . . 
:vs-1-r-1-r-1-r-1-r-1-r-u: 
. . . . 
:vs-1-r-1-r-1-r-1-r-1-r-u: . . . . 
:vs-1-r-1-r-1-r-1-r-1-r-u: 
. . . . 
;vs-1-r-1-r-1-r-1-r-1-r-u; 
. . . . 
: ~ -;-, -;-, -1-r -;-, . ;-, -u : 





























of FP. drop-: 
outs 














. . . . 
:vs-1-r-1-r-1-r-1-r-1-r-u: 
. . . . 
:vs-1-r-1-r-1-r-1-r-1-r-u: 
. . . . 







; NO. OF; 
; TIMES : 
:AVAILED: 
:OF FROM: 
. . . . 


































: B. CURATI VE: 





. . . . 
:vs-1-r-1-r-1-r-1-r-1-r-u: 
. . . . 
:vs-1-r-1-r-1-r-1-r-1-r-u: 
. . . . 
:vs-1-r-1-r-1-r-1-r-1-r-u: 
. . . . 
:vs-1-r-1--r-1-r-1-r-1-r-u: 
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: NO. OF: 
: TIMES : 







































. . . . 
:VS- /7-//-//-//-//-!J: 
. . . . 
:VS-/l-L-:J-!l-1/-//-U: . . . . 
:VS-//-//-//c//-//-U: 
. . . . 
:VS-//-//-//-//-//-U: . . . . 
:VS-//-//-//-1/-//-U: 
. . . . 
:VS-//-//-//-//-//-U: 














: NO·. OF: 
: TIMES : 
:AVAILED: DEGREE OF SATISFACTION :REMARKS: 
:OF FROM: 
VCHW 
. . . . 
:VS- /7 ~ /7-/7-/7- /7-_U: . . 
;vs-/7-/7-/7-/7-/7-u;· 
. . . . 
:VS-/""7-/7-/7-/7-/7-U: 





PROFESSIONAL HEALTH WORKER'S EVALUATION OF 







__ Rural Heal th Midwife 
__ Mobile Nursing Clinic Nurse 
========================================================= 
1. Have you ever asked Volunteer Community Health Workers 
to assist you in providing primary health care services· 
in any sitio/barangay assigned to you by the government 




2. In which sitio/barangay(s) did you have a VCHW(s) assist 
you? 
3. What is/are the name(s} of the VCHW(s) who assisted you? 
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4. From which sitio(s)/barangay(s) do the VCHW(s) come from? 
5. When did the VCHW come to assist you. iri the primary health care 
services? 
. VCHW always came voltmtarily every time clinic consultations 
- were scheduled 
VCHW sometimes ca.~e voluntarily when clinic consultations 
were· scheduled 
VCHW always came to assist only when asked to come during 
- clinic consultations 
VCHW sometimes came to assist when asked to come during 
- clinic consultations 
Professional Health Worker's Evaluation of VCHW Perfonnance 
Please write the m.unber of times that a VCHW assisted you in 
each of the primary health care services. On the next column, 
indicate how well the VCHW assisted you by putting a checkmark in 
the box which is closest to your judgment of the VOR\I perfomance. 
SKIP THOSE · SERVICES WHERE nm VCHW DID NOT ASSISf YOU AT ALL. 
VS - VERY SATISFACTORY 
U - UNSATISFACTORY 
Example: 
SERVICES 
:1. Pre-natal Check-ups 
a. detemining I.MP 
b. detennining EDC -
infonning EDC 
c. teaching nutrition 
d. infonning about 
danger signs 
: :00. OF: : 








. . . . :vs-n-n-n-_n-n-u: . . 
;vs-n-!"7'-n7n-n-u; 
:VS-/ /-/ /-/ /-/ /-T7-U: . . . . :vs-n-n-n-n-n-u: 
SERVICES 
: -
: TIMES : : : 




I.Maternal & : 
Child Health: 
Services: : 






ming of EDC: 
c.teaching on: 
nutrition 



























. . . . 




. . . . . 
:vs-1-r-1-:r-1-r-1-r-1-r-u: . -Y.--- . · 
. . . . 
:vs-1--r-1--r-1--r-1--r-1--r-u: . . 
;vs-1--r-1--r-1--r-1--r-1--r-u; 
. . . . 
:vs-1--r-1--r-1--r-1--r-1--r-u: 








SERVICES :ASSISTED: DEGREE OF SATISFACTION :REMARKS: 
:BY VCHW 























· ·- method 
ii)re-motiva-: 
ti on 
4. Child Care: 
a.motivating 











. . . . 
:vs-1-r-1-r-1-r-1-r-1-r-u: 
. . . . 
:vs-1-r-1-r-1-r-1-r-1-r-u: 
. . . . 
:vs-1-r-1-r-1-r-1-r-1-r-u: . . . . 




: TIMES : 
:ASSISTED: 
:BY VCHW 
. . . . 













































. . . . 
:VS-/-Y-/-Y-/-Y-/-Y-/-Y-U: 
. . . . . 
:VS-/-Y-/-Y-/-Y-/-Y-/-Y-U: 
. . . . 
:VS-/-Y-/-Y-/-Y-/-Y-/-Y-U: 
. . . . 




: NO. OF : 
: TINES : 
:ASSISTED: 
:BY VCHW 
DEGREE OF SATISFACTION :REMARKS: 
4 . attending : 




































. . . . 
:vs-1--r-1--r~1--r-1-:-r-1--r-u: 
. . 
;vs-1--r-1--r-1--r-1--r-1--r-u; . . . . 
:vs-1--r-1--r-1--r-1--r-1--r-u: 
. . . . 
:vs-1--r-1--r-1--r-1--r-1--r-u: 
. . . . 
:vs-1--r-1--r-1--r-1-r-1--r-u: 

















1. In what sitio(s) do you usually go to perform your 
primary health care activities? 
2. How many families are there in each sitio? 
3. How often do you go to each sitio (quarterly)? ---
========================================================= 
Please write the number of times )al_U performed each 
of the primary health care tasks after your graduation from 
the SLU-MNC Training Program. Indicate how well you 
performed each primary health care tasks by putting a 
checkmark in the box which is closest to your honest 
judgment of your own performance. 
VS - VERY SATISFACTORY 
U - UNSATISFACTORY 
vs -- ~ - t::J - t::J - t:::I - L:J -- u 
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Example: 
: NO. OF 
: TIMES 





LMP : lx 
b.determining: 
EDC-infor-







. . . . 
:VS-/-Y-/-Y-/-Y-/-r-/-Y-U: 
. . . . 
:vs-1--r-1-r-1--r-1-r-1-r-u: . . . . 
:vs-1--r-1--r-1-r-1-r-1-r-u: 
. . . . 
:vs-1-r-1--r-1-r--r-7-1-r-u: 
========================================================= 






I.Maternal & : 
Child Health: 
Services: 






ming of EDC: 
c.teaching on: 
nutrition 
d. informing · : 
about 
danger and : 
symptoms of: 
pregnancy 
DEGREE OF SATISFACTION :REMARKS: 


















































. . . . 
DEGREE OF SATISFACTION :REMARKS: 
. . . . 
:vs-1--r-1--r-1--r-1--r-1--r-u: 
. . . . 
:vs-1--r-1--r-1--r-1--r-1--r-u: . . 
;vs-1--r-1--r-1--r~1--r-1-r-u; 
. . . . 
:vs-1--r-1--r-1--r-1--r-1-r-u: 
. . . . 
:vs-1-r-1-r-1-r-1-r-1--r-u: 
:VS-r-7-r-7-7--r-7--r-7--r-U: . . . . 
:vs-1-r-1--r-1-r-1-r-1-r-u: 
. . . . 
:vs-1-r-1-r-1-r-1-r-1-r-u: 














































DEGREE OF SATISFACTION :REMARKS: 
. . . . 
:vs-1-r-1-r-1-r-1--r-1--r-u: . . . . 
:vs-1-r-1-r-1--r-1--r-1-r-u: 
. . . . 
· :vs-1-r-1-r-1--r-1--r-1 7-u: 
: : 














































DEGREE OF SATISFACTION :REMARKS: 
. . . . 
: vs- /7 -//- //- /7 -//-u: 
. . . . 
:VS-//-/7-//-//-//-U: 
. . . . 
:VS-//-//-//-/7-/-r-u: 




. . . . 




: NO. OF 
: TIMES 




























. . . . 
:vs-1-r-1-r-1-r-1-r-1-r-u: 
. . . . 
:vs-1-r-1-r-1-r-1-r-1-r-u: 
. . . . 
:vs-1-r-1-r-1-r:1-r-1-r-u: 
:VS-T"7-T-r-T-r~T-r-T"7-U: 
. . . . 
:vs-1-r-1--,-1--,-1-r-1-r-u: 




TRAINOR'S EVALUATION OF 'THE VCHW TRAINING PROGRAM 
A. SOCIO-DEMOGRAPHIC DATA: 
~i~~: ---=~--=~--=~--=~~=~--=~--=~--=~--=~--=~--=~--=~--=~--=~--=~--=~--=~--=~--=~--=~--=~--=~--=~--=~--=~--=~--= 
Status:__,...,,.-~--.,..~~._,~._,~~~~~~._,._,._,._,._,~~~._,~-
Highest Educational Attainment:~~~~--.,..~~._,._,._,._,~~ 
Average Family Income:._,~~~~~~~~-.,..~~._,~._,~~._, 
Occupation:._,._,~._,._,._,._,._,~~~._,~._,._,._,~._,._,~~._,~ 
Length of Experience:_,..._,_,..~~~._,~._,._,._,~~._,._,~._,~ 
a. In community health services: 
b. As a VCHW Trainor: 
No. of VCHW Trained:~._,._,._,_ 
No. of ·vcHW Drop-outs: ----
B. VCHW RECRUITMENT: 
1. Did you use selection criteria in VCHW recruitment as 
to age, sex, status, occupation, etc. 
Yes 
No 
2. How did you recruit trainees for VCHW training program? 






C. VCHW PROGRAM TRAINING: 
1. Did you identify community needs and problems prior 
to the construction of the training program? Why? 
Yes 
-- No 
If yes, list the needs/problems: 
2. What other basis/considerations were used in 
constructing the training program? 
3. List · administrative aspects/logistics/supµort 
solicited in planning the training program: 
D. ASSESSMENT OF THE TRAINING PROGRAM: 
1. Answer the following on . the column provided for on 
Table A: 
a. List topics that were covered in the VCHW 
training program 
b. Rate each topic listed whether VCHW had under-
stood it or not 
c. Write the duration of each tbpic in hours 
d. Rate whether time alloted for the topic was 
adequate or inadequate 
e. List the practicum part of the training, the 
activities done which were related to the topic. 
f. Rate whether practicum was enough for the VCHW 
to learn or not enough 
g. Write the duration of time alloted for the 
practicum 
h. Rate whether time allotment was adequate or 
inadequate 
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D. ASSESSMENT OF THE TRAINING PROGRAM --- TABLE A 
: (b) : (c) : (d) : (e) : (f): (g) 








:TOPICS : :ACT. : :OF 
: IN HRS. : : REL. : : PRAC-: 
/ . 
:TO : :TICUM: 




(h) : (i) :(j) : (k) : (1) :(m) 
RA- :METHOD:RA- :PROBLEMS :SUGGES- :RANK 
TING: OF :TING:ENCOUNTERED:TIONS/ : IN : 
:TEA- :RECOMMEN-:ORDER: 
:CHING :DAT IONS 
:USED 
• 
. . . . . . . . . . . 
========== ==========================================================~===============· 
i. Write the teaching method used for the said 
topic 
j. Rate the method used whether it was satisfactory 
or unsatisfactory 
k. Give problern{s) encountered with the topics 
1. Give suggestions/recommendations 











2 - Not understood 
2 - Inadequate 
2 · - Not Enough 
2 Unsatisfactory 
Z. Did the training program provide VCHWwith the 
necessary knowledge and skills? Explain answer. 
Yes No 
3. List additional knowledge and skills not provided for 
in the training program that the VCHW should possess 
to be able to function more .effectively in the 
community. 




If yes, list the criteria as to: 
AGE: 20- 25 
25-30 
30-35 








5. List the training program strengths and weaknesses: 
STRENGTHS WEAKNESSES 
6. What other recommendations/suggestions can you give 
to improve the training program? 
E. VCHW INCENTIVES: 
1. Do you think a VCHW should be given incentives? 
Exulain answer. 
Yes 
If yes, what kind? 
No 












F. PERSONALITY CP.ARACTERISTICS AFFECTING THE TRAINING 
PROGRAM: 
1. List trainee's characteristics which you have observed: 
1.1 Facilitated Learning: 
1.2 Hindered Learning: 
2. List trainor's characteristics which you think has: 
2.1 Facilitated Learning: 
2.2 Hindered Learning: 
G. MONITORING DEVICES: 
1. Answer the following questions on Table B: 
a. List tools/instruments used to monitor VCHW 
µerformance after the 4 months training 
b. Rate as to its ease of accomplishment, check 
whether easily accomplished or difficult to 
accomplish 
c. Check appropriate column as to frequency of 
submission 
d. Give actual number of reports submitted 
2. List other tools/instruments that may be used to 
monitor VCHW performance and activities: 
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' 
G. MONITORING DEVICES --- !~~k~=~ 
a) (b : c) d 
:RATE AS TO EASE OF:CHECK APPROPRIATE COLUMNS: LIST TOOLS/INSTRUMENTS USED 
TO MONITOR VCHW PERFORMANCE 
AFTER THE 4-MONTH TRAINING 
: ACCOMPLISHMENT :AS TO FREQUENCY OF :ACTUAL NUMBER: 
:EASILY :DIFF!COLI : SUBMISSION :OF REPORT 
:ACCOM- : TO :MONTH:LESS THAN:NONE AT 
:PLISHED:ACCOMPLISH: -LY :A MONTH ALL SUBMITTED 
. . . . =============================== ====~== =================~======== ========= ============= 
\ 
3. List problems encountered in monitoring VCHW 
performance and others that are related to the use of 
the monitoring tools utilized. 
4. Do you think VCHWs should be involved in planning 
their training program as well as in evaluating their 
performance after their training? 
Yes Why? 
No Why? 
4.1 If yes, what aspects of the training program 
should ~hey be involved? 
4.2 What aspect of .performance evaluation? 
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APPENDIX F ,. 
TRAINEE'S EVALUATION OF THE VCHW TRAINING PROGRAM' 
TIME .STARTED:------
TIME FINISHED'------
I .. SOCIO-DEMOGRAPHIC DATA: 
Name: .. ____________ Birth Date: _________ _ 
No. of Dependents: Occupation: _________ _ 
Average Income: Highest Educational Attainment: 
Area of Assignment:-··-
Year of VCHW Training: __________________ _ 
II. 
A. RECRUITMENT PROCESS: 
1. How did you come to know about the VCHW training 
program? 
--a. Through MNC staff 
__ b. Recommendation of Barangay Captain 
--C. Recommendation of Community 
__ d. Relatives 
·--e. Radio 
__ f. Others - specify: 
2. How were you recruited for training? 
-- a. Through MNC staff 
__ b. Volunteered 
__ c. Through the recommendation of 
community members 
__ d. Others - specify:---------
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3. Were there any qualifications used in choosing 
participants in the VCHW training? 
Yes; If yes, specify: 
No 
B. STATUS AND HOUSEHOLD COVERAGE: 
1. Do you still do your work as a VCHW? 
a. Yes. If yes , what inspires you to 
continue working as a VCHW? 
b. No. If no, why? 
2. Do you receive anyth ing in return for your 
servic~s? 
Yes. If yes, what? 
Cash Others - specify: 
3. After training, how many households/homevisits 
have you made? 
4. Please answer the following questions on the 
columns provided for in Table A: 
a. After your training, whose households have you 
visited? 
b. What did you do during your home visits? 
c. What is the total number of visits done per 
visited household? 
d. Was the "decision tree" used or not? 
e. What difficulties/problems were met during the 
conduct of these home visits? 
215 
TABLE A ======= 
(a) (6) (c) (d) (e) : 
:REASONS FOR:TOTAL NO.:DECISION:DIFFICULTIES/: 
VISITING :OF VISITS: TREE :PROBLEMS EN-
HOUSEHOLD HOUSEHOLD :DONE FOR : USAGE :COUNTERED . 
:THE PAST :YES NO:DURING HOME 
:3 MONTHS VISITS . 
. . . . . . . 
·=======================~==============~=================· 
5. Do patients seek consultation to you after training? 
Yes. If yes, proceed to question 5.1. 
No. If no, skip. 
5.1. Please aRswer. the following questions in the 
appropriate columns provided for in Table B: 
a. Mention name of patients who come to you 
for consultation fot , the past 3 months, 
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(a) 
b. What reasons/problems/complaints did 
each patient have on consultation. 
c. What treatments/remedies/advises were 
given to each patient. 
d. What problems/difficulties were met 
during the consultation of patients? 
: (b) : (c) : (d) : 
:REASON/PROBLEM/:TREATMENT/:DIFFICULTIES/: 
NAME OF EACH 
PATIENT 
COMPLAINT OF :REMEDY/AD-:PROBLEMS MET 
: EACH PATIENT :VISE GIVEN: DURING CON-





C. ASSESSMENT OF TRAINING PROGRAM: 
1. Please answer the following questions on the 














List down the topics taken during the training of 
VCHWs • 
Rate/grade each topic as to whether it is: 
Understood - give a grade of 1 
Not understood - give a grade of 2 
Mention the length of time (in hours) used for 
the discussion of each topic 
Rate/grade length of time used for discussion of 
each topic as to whether it is: 
Adequ~te - give a grade of 1 
Inadequate - give a grade of 2 
Mention the activities/practicum done for each 
topic 
Rate/grade activity as to whether it is: 
Important - give a grade of 1 
Not important - give a grade of 2 
Mentidn the length of time (in hours) used for 
each activity/practicum done 
Rate/grade length of time used for each activity/ 
practicum as to whether . it is: 
Adequate - give a grade of 1 
Inadequate - give a grade of 2 
Mention the method .of teaching used for each topic 
Rate/grade each teaching method used as to whether 
it is: 
Satisfactory - give a grade of 1 
Unsatisfactory - give a grade of 2 
Give problems/difficulties met during the discus-
sion of each topic . 
Give suggestions/recommendations for the 
improvement of the VCHW training progiam 
Rate each topic listed in the order of its 
importance in your work as a VCHW. Use consecutive 
nos. 1 for the most important topic; 2 for the 




(a) :(b) : (c) :(d) . : (e) :(f) :(g) :(h) : (i) :(j) : (k) : (1) :(m) 
:RA- :DURA- :RA- :PRAC-:RA- :DURA-:RA- :METHOD:RA- :PROBLEMS :SUGGES- :RANK 






:TOPICS : :ACT. : :OF : :TEA- :RECOMMEN-:ORDER: 
: IN HRS.: :REL. : ':PRAC-: :CHING :DATIONS 
:TO : :TICUM: :USED 
:TOPIC: : IN : 
.:HOURS--: 
. . . . . . . 
·===============~:=====================·====== ===~======= 
. . . 
=====================~=====· 
2. Did the training 9rogram provide you with the 
necessary knowledge and skill? 
3. Give additional knowledge and skills needed in your 
work which we're not discussed in the past training: 
4. Do you think there should be qualifications for 
selecting VCHW trainees? 
Yes No 
If yes, give the qualifications necessary as t~: 











1. Do you think a VCHW should be given incentives? 












E. MONITORING DEVICES: 
1. Please answer the following questions on the columns 
provided for in Table D. 
a. 
b. 
Mention reports/records used to show activities/ 
work done by the VCHW after the training program 
Rate each report/record as to whether it is: 
easy to do - give a grade of 1 
difficult to do - give a grade of 2 
c. How many times were you required to submit each 
report/record? 
once a month 
none at all · 
others 
d. Mention the total number of required reports/ 
records submitted after the training program 
2. What other requirements could be used to determine 
activities performed by VCHWs. 
3. Do you think VCHWs should be involved in planning 
their training program? 
Yes. Reason: 
No. Reason: 
3.1. If yes, what areas of the training program? 
a. selection of tooics 
b. scheduling and iength of training 
c. selection of activities to be done 
d. selection of method of tea~hing 
e. others, specify: 
4. Do you think VCHW should be involved in evaluating 
their training program that they underwent? 
Yes. Explain why: 
No. Explain why: 
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·. 
5. Do you think VCHWs should be involved in the cons-
truction of a tool that will be used in evaluating 
their performance? 









. . . . . 
:EASINESS OF : FREQUENCY OF :TOTAL NO.: 
:ACCOMPLISH- : SUBMISSION OF :OF RE- : 
: MENT : REPORT :PORTS/RE-: 
:EASY :DIFFI-:ONCE :NONE:OTHERS:CORDS : 
:TO DO:CULT A : AT : SPE- :SUBMITTED: 
:TO DO :MONTH:ALL :CIFY :AFTER THE: 
:TRAINING 
:PROGRAM 




F. PERSONALITY C~.ARACTERISTICS AFFECTING THE TRAINING 
PROGRAM: 
1. Mention trainee's characteristics ~hich you have 
observed in yourself and with other trainees that 
had: 
1.1. Facilitated Learning: 
1.2. Hindered Learning: 
2. List trainor's characteristics which you think: 
2.1. Facilitated Learninw: 







A, ENVI RONMENTAL SANITATION AND 





PART I: In the space provided for, put a checkmark on 
the items which you believe are answers to the 
following questions: ' 
1. E~ironment al Sanitation is: 
a .. having a beautiful. garden 
:::b. keeping away astray animals away from the 
water source 
c . . dumping garbage under the coffee trees whit}f 
could be used as fertilizers 
d. eliminating the breeding places of mosquitoes, 
flies, cockroaches, rats, and other insects 
and vermins · 
e. cutting the trees that scatter leaves in the 
yard 
f. constructing and using toilet which is deep 
enough near the water source 
~- g. keeping the house and immediate surroundings 
clean and dumping garbage· in the precipice 
only 
~ h. preventing water to stagnate in the canals 
2. If I and my neighbors don't keep our environment 
clean, we are more likely to incur which of the 
following diseases: 
_a. goiter 




c. tetanus j. rheumatism 
d. hypertension k. poliomyelitis 
e. diarrhea 1. diabetes 
f. cough and cold m. typhoid fever 
g. parasitism 
PART II: We can get communicable diseases or transfer it 
to others if we do not clean our surroundings 
well and if we do not take care of ourselves. 
In the space provided for, check the disease 
you may get from or transfer to others if the 
following is done: 
1. If drinking water is not boiled and place in not 
properly cleaned containers, you may get or transfer 





-- f. scabies 
2. If you do not defecate in the toilet or when the 
toilet is not covered from flies, you may get or 
transfer to others which of the following diseas~s: 
a. measles f. typhoid fever 
b. poliomyelitis g. amoebiasis 
c. parasitism h. diarrhea 
d. skin diseases i. cough and colds 
e. malaria 
3. If garbage is . scattered and water stagnates in canals, 
there are lots of flies, mosquitoes, ·cockroaches and 
other insects. These insects can transfer which of 





A. The following are disease 







conditions children are 
C. CHICKENPOX 
D. MEASLES. 
In the spaces provided for, write the letter of 
the disease which you believe shows the following 
characteristic signs and symptoms: 
1. consistent presence of headache 
2. small blisters all over the body · that· erupts and 
form crusts 
3. swelling noted below the ears 
4. skin rashes like flea bites with signs and 
symptoms of cough and colds 
S. reddish marks with bluish white specks in the 
mouth 
6. convulsions upon the slight est stimuli 
7. Stiff jaws , inability to open mouth 
8. one or both legs become weak, paralyzed or thin 
9. pain felt when swallowing or eating 
B. The following are diseases anyone can get: 
A. PARASITISM D. MAI:ARIA 
B. INFLUENZA E. TYPHOID FEVER 
C. TETANUS F. SKIN DISEASES 
In the space provided for, write the letter of the 
disease which you believe show the following 
characteristic signs and symptoms: 
1. convulsions upon the slightest stimuli 
2. rose spots over the abdomen that disappear when 
pressure is applied 
3. passes worms in the stool 
4. fever, cough and colds with muscle and joint pains 
S. potbelly · 
6. sudden chills with . fever, profuse sweating and 
headache 
7. a boil 
8. itchy, tiny bumps · that can be seen all over the 
body especially on the wrist and around the waist 
9. itchy, whitish marks on the skin that look like 
rings 
10. sardonic grin 
PART IV: In the spaces provided for, put a checkmark on 
the disease conditions that need imtnediate 







characteristic signs and symptoms of these are 
noted: 
chickenpox 6. parasitism 
influenza 7. malaria 
poliomyelitis 8. scabies 
mumns 9. measles 
typhoid fever -10. cough and colds 
PART V: In the spaces provided for, write the letter of 
.the disease conditions in Column B that you 
believe can be treated by the following 
medicinal plants in Column A. 
COLUMN A COLUMN B 
Medicinal olants that 
can be used 
Uisease conditions that 























SLK cough syrup 
ABK decoction 
burburtak 
ipil- ipil seeds 
quinine tree bark 
decoction 
juice of ampalaya 
gumamela buds 
cactus 
cucumber or tomatoes 
A. boils . 
B. amoebiasis 
Cr sore throat, cough 
D. with intestinal worms 
like typewriter 
ribbon but white · in 
color 
E. bleeding wounds 
· F .. pimples 
G. burns, first degree 
H. diarrhea 
I. ringworms 
In the spa~es provided for, write TRUE if you 
believe th~ statement is true, write FALSE if 
you believe the statement is false. 
Simple COURh and colds is productive .of a 
greenish sputum 
Pregnant women found to have parasitism should be 
dewormed so that the baby inside the womb will 
not be adversely affected 
Drinking water can cause diarrhea 
You may get parasitism "by walking around 
barefooted 
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S. Scattered animal excreta can be a source of the 
microorganism that causes tetanus 
6. You get malaria if you live in a malaria-
infested place 
7. Patients who are unconscious or with deep wounds 
especially those with intestine~ coming out, 
should not be made to drink water yet. 
8. Give a tepid sponge bath to a patient with 
measles or chickennox to lower his fever 
9. Patients who do not feel any physical pains or 
discomforts but whose stools show that they 
have parasitism need not be dewormed 
10. It is necessary to always boil drinking water 
~11. So that young children will not easily get sick 
of polio, typhoid fever and measles, I'll advise 
mothers to submit their children for immunization 
12. To prevent dehydration in patients with diarrhea, 
I'll advise th~.patient to drink water, salt and 
sugar preparation · 
13. To prevent the snread of corununicable diseases 
to my neighbors and other family members, I'll 
advise the patient to sleep separately 
14. Starch preparation may be applied over the skin 
to . relieve itchiness 
15. Burn ointment or eggwhite may be .applied over 
third degree burns before patient is brought to 
the hospital 
16. Mumps may lead to sterility 
~-17. It is normal for a patient with diarrhea to have 
blood and mucus in his stool 
18. A patient with a typhoid fever should be given 
aspirin to lower his fever 
19. For patient with skin diseases like scabies, or 
fungal infections, I'll advise him to take a 
bath daily in the river. 
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B, PRE AND POSTNATAL CARE~ NUTRITION~ 




Test I: In the spaces provided for, put a checkmark on 
the items which you believe are answers to the 
following questions: 
1. Magdalena, 27 years .old and Pablo have been married 
for nine years. They already have 6 children. 
Being their VCHW, I was the one she approached 
because she suspects she is again pregnant. · Which 
of the following are normal signs and symptoms that 









abdomen and breasts get bigger 
frequent abdominal pains 
nausea and vomiting especially in the 
morning 
aversion to food . 
missed her regular mentruation 
spotting instead of her regular mentrual 
flow 
frequency of urination 
splitting headache upon rising up in bed 
2. If Magdalena's last menstruation started April 16, 
1983, when is her expected date of delivery? 
3. So that Magdalena will remain healthy throughout 
her pregnancy and so with her baby in her womb, I'll 
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advise her to: 
a. use abdominal binder to support her 1 
abdomen 
b. go for regular check-up to the ~idwife 
or doctor 
c. eat v~getable tops, fresh fruits, leguml 
meat, eggs, if available 
d. avoid sour foods because it will make her 
vomit 
e. work in moderation and continue getting 
exercises 
f. eat only small a~ounts of food so baby is 
smaller thus delivery is easier 
4. After nine months of pregnancy, Magdalena went to 
deliver her baby in her mother's house. Two weeks 
after delivery, they came back. As a Volunteer 
Community Health Worker, I visited them at home. 
Which of the following are normal characteristics 
I would observ
1









yellowish eyes and skin 
his head looks bigger than his chest 
frontal fontanel is still open 
stool is loose and greenish 
sleeps most of the time 
becomes generally cyanotic when he cries 
5. Which of the following are good advices I could give 
6. 










burp baby after each feeding to avoid 
regurgitation 
stop breastfeeding and give artificial milk 
when breast milk production is very minimal 
may give supplementary feedings when baby is 
three months old 
when supplementary feeding is started, she 
should not give food items which the child 
refuses to eat even if these are nutritious 
submit child for regular check-up even when 
he is not ill 
post-partum mother, which of the following are 
advices I could give Magdalena for her self-
and welfare? 
eat green, leafy vegetables, fruits, legumes, 
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eggs, fish, and meat if available 
b. drink plenty of boiled water and vegetables 
and meat broth or milk 
c. don't breastfeed baby when breasts are 
engorged 
d. avoid sour foods becau~e it is not good for 
her 
e. wash perineum with guava leaves decoction or 
with soap and water everyday especially after 
urinating or moving her bowel 
f. must stay in bed for at least two weeks so 
she will not get sick and she will regain her 
strenfth · 
V· nractice family planning 
h. use only boiled water for bathing 
7. · Of the following food items avail.able in the commu-
nity, which will I advise Magdalena to minimize 
givin.g to her family when they have other foods 
available at home, inasmuC:h as these are not so 
nutriti.ous? 
a. sayote fruit h. yellow squash 
b. camote or gabi i. eggplant 
tubers j . legumes 
c. sayote and k. coke -- camote tops 1. boiled bananas 
d. fish m. crispop 
e. eggs 
f. white squash 
v,. bitter melon 
Test II: In the spaces provided for, write the letter 
of the i terns in c·olumn B that you think are 
good advices or health teachings in the 
manageMent of the diSease conditions in 
Column A. 












"A.· e·at' burburtal( sea shells, 
. sea weeds: and other sea food 
· B.'· ~at vegetable tops like 
camote, ampalaya, gabi 
leaves 
C. eat more nutritious 
231 
\ 
foods like potatoes, 
rice, sweet potatoes, 
gabi tubers and 
cassava 
D. eat more body building 
foods like legumes, 
eggs, meat or fish if 
available 
E. eat.vegetable tops 
like squash, carrots, 
ripe papaya . 
F. eat regularly and on 
time 
Test III: ·Tre following are different Family Planning 
methods. In the spaces provided for, write 
TEMPORARY, if you believe the couple can 
still have children. if and when they want to 
in case thii is their method of choice; write 
PERMANENT, if you believe the couple can no 
longer have children if this is the family 
planning method of their choice: 
a. pills 
b. condom 
c. diaphragm and jelly 
d. contraceptive foams and tablets 
e. tubal ligation 
f. withdrawal 
SITUATION: 
A married couple, Manuel and Clara, with five children 
came to you, their Volunteer Community Health Worker, 
and said they agreed to practice family planning and 
their choice is rhythm method. 
Clara's shortest menstrual cycle is 
longest menstrual cycle is 28 days. 
her menstruation was August 1. 
25 days. Her 
'The first day of 
Compute Clara's fertile days (days when sexual contact 
should be avoided to prevent pregnancy) for the month. 
.of August. Cross out the corresponding fertile days of 
Clara in the following- calendar. 
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AUGUST 
s M T w TH F s. 
' 
FIRST DAY OF 1 2 3 4 5 6 7; 
HER MENSTRUA- 8 9 10 11 12 13 14: TION 
15 1.6 17 18 19 20 21: 
22 23 24 25 26 27 28: 
29 30 31 
Test IV: In the spaces provided for, write. TRUE if you 
believe the statement is true; write FALSE if 









It is important to give the minutes of the. 
meeting 1'/heneVer community assemblies and 
meetings are held. 
A good leader is one who commands to do the 
work without taking part in the actual imple-
mentation. -
A good community leader is one who must· be 
very intelligent and highly educated. 
Unity and cooperation among recognized 
community leaders and residents for a common 
cause facili tat~s community gro.wth and 
development. 
Holding community assemblies/meetings is one 
way by which the community can determine its 
needs and oroblems and find solutions to these 
thus progress is facilitated. 
The community should first utilize its own 
resources before retting outside, help/ 
assistance. 
As a Volunteer Community Heal th ~larker, my 
very important responsibility is to help my 
community ·to be heal thy and a better place to 
live in. 
The community should be aware of its own needs 
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:AGE:I.HEALTH PROBLEM :rr.SERVICES RENDERED: 











06 Nausea & Vomiting 
07 Influenza/Flu 
08 Rheumat i sm 
II. SERVICES RENDERED 
A. Prenatal Check-ups 
01 determining LMP 
09 Goiter 
10 Hyperacidity 




lS Skin Lesions 
02 determining EDC; informing of EDC 
03 teaching on nutrition 
04 informing about danger signs and symptoms . 
of pregnancy 
OS re·gular prenatal check-ups 
B. Postnatal Check-ups 
06 breast care 
07 physical care 
08 health teaching on resuming ADL 
09 teaching/demonstrating proper infant care 
10 bathing 
11 burping of ha.by · 
C . • Family Planning Motivation 
12 disseminating information on family planning 
and motivating its use accordingly 
13 getting feedback on family planning method 
being used 
14 follow-up of family planning drop-outs= : 
reasons for discontinuing family · planning 
method 
lS . follow-up of family planning. drop-outs: 
re -motivation 
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D. Child Care 
16 motivating parents to subject children for 
immunization 
E. Nutritional Services 
17 conducting regular OPT with head/arm 
circumference measurement and informing 
parents on the nutritional status of the 
child 
18 teaching on proper nutrition and informing 
on indigenous sources available · 
F. Health Education and Environmental Sanitation 
19 informing about safe water supply and waste 
disposal 
G. Curative 
20 teach/demonstrate medicinal plants 
21 teach home remedies/therapeutic health 
advices 
22 dispense over-the-counter drugs 
23 attending to the sick 
24 referrals to appropr i ate health personnel 
25 follow-up sick cases 
H. Community Activities 
26 informing community of scheduled clinics, 
meetings and assemblies 
27 motivating community to actively participate 
in community projects : parent's class . 
28 motivating community to actively participate 
in community projects: fund raising 
projects 
29 others, please specify . 
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: ~ .. . 
* Result Codes: 
1 Completed 4 Refused 
2 No competent R at home s Dwelling Vacant 
3 Deferred Others (Specify) 
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BACKGROUND INFORMATION 







1. HOUSEHOLD OCCUPANTS 
SAY TO RESPONDENT: Let us talk about the members of 
your family - - your husband, y·ourself, 
and your children. 
RECORD REPLIES TO Q-1.1 TO 1.6 IN CHART 1.01 OF THE 
REPLY FORM. 
1.1. Who are the members of your household? May I know 
their names? 
Note: START FROM HEAD OF HOUSEHOLD, HOUSEHOLD 
HEAD'S WIFE AND CHILDREN FROM OLDEST TO 
YOUNGEST: INCLUDE ALSO OTHER MEMBERS, 
i.e., RELATIVES OR NON-RELATIVES LIVING 
IN THE HOUSEHOLD DURING THE PAST SIX 
MONTHS. 
1.2. Sex of each member. 
1.3. Age of each member. 







1 Grade 1 
2 Grade 2 
3 Grade 3 
3 separated 
4 widowed 
attainment - highest grade of 
by each member. 
' 
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7 First Year High School 
8 Second Year High School 
9 Third Year High School 
10 Fourth Year High School 
4 Grade 4 
5 Grade 5 
6 Grade 6 
11 First Year College 
12 Second Year College 
13 Third Year College 
14 Fourth Year College 
1.6. Are there any members of your household presently 
enrolled in school? 
1.7. How long has your family lived in this sitio? 
1 Less than one year 
2 One year 
3 Two years or more 
1.8. What dialect/s do you use in the househol d? 
1 Ibalo i 3 Ilocano 
2 Kankana-ey 4 Tagalog 
Others, specify: 
1.9. What is/are your source/s of livelihood? 
1 Farming PROCEED TO Q-1.10 
2 Others, specify: 
SKIP Q-1.10: PROCEED TO Q-1.11 
1.10. Approximately, what is your monthly income? 
Note: IF RESPONDENT IS HESITANT OR 
CANNOT GIVE THE EXACT NUME-
RICAL FIGURE, ASK INDIRECT 
QUESTIONS AND DEDUCE MONTHLY 
INCOME, i . e., HOW MANY BAS-
KETS OF VEGETABLES ARE YOU 
ABLE TO· SELL IN A MONTH? HOW 
MUCH A KILO DO YOU USUALLY 
SELL THEM? DO YOU SELL SOME 
OF YOUR ANIMALS? FOR WHAT 
AMOUNT DO YOU USUALLY SELL 
THEM? 
1.11. Do you think your i ncome . i s sufficien t? 
1 Yes 2 No 
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2. ENVIRONMENTAL SANITATION 
Note: FOR Q-2.1 TO Q-2.6 OBSERVE CLOSELY AND EN-
CIRCLE THE CORRESPONDING CATEGORY NUMBERS. 
2.1. Of what material is the house . made of? 
1 Made of nipa/cogon 
la not in good repair 
lb in good repair 
2 Made of galvanized iron 
2a not in good repair 
2b in good repair 
3 Made of wood/cement with nipa/cogon walling 
and/or roofing 
3a not in good repair 
3b in good repair 
4 Made of wood/cement with galvanized iron 
walling and/or roofing 
4a not in good repair 
4b in good repair 
2.2. What is the size of the house in meters? 
2.3. Is the house well ventilated? 
1 Well ventilated 
, 2 Not so well ventilated 
3 Not at all ventilated 
2.4. How many windows are there in all, in the house? , 
1 None 
2 One 
3 Two, or more 
2.5. How many rooms do not have windows? 
2.6. What material is used for the flooring of the house? 
1 Made of wood 
2 Made of bamboo 
3 Made of cement 
4 The ground itself 
ASK THE FOLLOWING QUESTIONS FROM THE RESPONDENTS: 
2.7. How many rooms in which people sleep, are there in 
this house? 
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2.8. How many members share one room for sleeping? ---
2.9. What lighting facilities do you use in this house? 
1 Wood 
2 Kerosene Lamp 
3 Candles 
4 Others, specify: 
2.10. All things considered, how do you feel ahout your 
present house? Are you happy, unhappy, or somewhat 
in between? 
5 4 . 3 · 2 1 
VERY HAPPY - -/I -/l-.11-./I .:. II-. -VERY UNHAPPY 
2 .11. Do you and your spouse own the lot on which this 
house is built? 
1 Yes 
2 No 
3 Do not know 
2.12. How many square meters is your home lot? WRITE AB-
SOLUTE FIGURE. 
2.13. Where is your usual source of water? 
2.14. 
2.15. 
1 During dry season 
la Pump 




2 During wet season 
What is the 
your house. 
Do you store 
1 Yes 
2a Pump 
2b Open well 
2c Spring/brook/river 
2d Rain · 
Others, specify: 
distance of the source of water from 
TAKE DISTANCE IN KILOMETERS . 
your drinking water? 
2 No 
-----
2.16. What kind of container do you use in storing your 
drinking water? 




5 Plastic containers 
Others, specify: 
2.17. How often do you clean the containers of your drin-
king water? 
1 Everyday 
2 Thrice a week 
3 Twice a week 
4 Once a week 
5 Once in two weeks 
6 Once a month 
Others, specify: 
2.18. What do you use to clean the containers of your 
• drinking water? 
1 Plain water 
2 Soap and water 
3 Cleanser and water 
4 Rag and water 
Others, specify: 




3 Others, specify: 
2.20. Where do you keep your cooked food in the kitchen? 
1 Uncovered on the kitchen table 
2 Covered on the kitchen table 
3 Inside the aparador 
2.21. How do you dispose your refuse and garbage? 
1 Hog feeding 
2 Open dumping 
3 Open burning 
4 In a pit 
5 In the river 
Others, specify; 
2.22. Where do ,YOU move your bowels? 
1 Toilet 
2 In the river 
3 Behind the bushes/trees 
Others, specify: 
242 
2.23. What type of toilet do you have? OBSERVE FOR VERI-
FICATION. 
1 Pail system 
2 Closed pit privy 
3 Open pit privy 
4 Water sealed 
Others, specify: 
2.24. Are you the only ones using the toilet? 
1 Yes 2 No 
2.25. How far is the toilet from your house? TAKE DIS-
TANCE IN METERS. 
2.26. How often do you move your bowels? 
IF RESPONDENT ASKS WHY THIS HAS TO 
BE QUESTIONED, EXPLAIN THE RELATION-
SHIP BETWEEN BOWEL MOVEMENT AND 
HEALTH. 
1 Once a day 
2 Once in two days 
Others, specify: 
2.27. Where do you take a bath? 
2. 28. 
1 In a bathroom inside the house 
2 In a bathroom 'outside the h'ouse 
3 In the yard 
4 In the spring/brook/iiver 
Others, spec.ify: . · · · · · · · · · · · · · 
Note: DO NOT BE TOO ABRUPT IN ASKING THE 
NEXT QUESTION IN ORDER FOR THE RES-
PONDENT NOT TO FEEL EMBARASSED: 
How often do you take a bath? . 
1 Everyday 
2 Every other day 
3 Once a week 
Others, specify: 
2.29. Do you use soap when . bathing? 
1 Yes 2 No 
.. 
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2.30. What do you use to wash your hair? 
2 ! ~1. What type of drainage system do you have in the 
house? 
1 Op~n, stagnant 
2 Open, unlined 
3 Open, lined 
4 Closed, blind 
Others_, specify: 
2.32. RECORD REPLIES IN CHART 2.1 OF REPLY FORM. 
What animals do you take care of and how many 
of each? 
2.33. Where are each of these animals kept? ASK THIS 
QUESTION OF EACH ANIMAL. 
2.34. RECORD REPLIES IN CHART 2.02 OF THE REPLY FORM 
What vermin/insects are found in your · house and 
which of these are most prevalent? PUT ASTERISK 
BESIDE THE MOST PREVALENT. 




ASK RESPONDENT: Could we talk now about nutrition? 







7 Sour foods 




3.2. In your opinion, how would the food eaten by ,the 
pregnant mother affect her and her baby? 
1 Make baby big 
2 May affect physical appearance 
3 Makes baby healthy 
Others, specify: 





4 Powdered milk 
Others, specify: 
3.4. How soon after birth is a baby allowed to breast-
feed? 
1 Less than 24 hours 
2 24 hours after birth 
3 48 hours after birth 
4 A week after 
Others, specify.: 
3.5. What other f0-0ds are given to the baby at birth? 
1 Ampalaya juice 
2 Honey 





6 Don' t kriow . 
Others, specify: 
What reasons would there be for a mother not to 
breastfeed? 
1 Working 
2 Small size of breast 
3 Sickly mother 
4 Mother has no milk 
5 Breast will be deformed 
6 Mother's breast has a deformity 
Others, specify: 
3.7. How old is your baby when weaned? 
RECORD REPLIES TO Q-3.8 AND Q-3.9 IN CHART 3.01 IN 
REPLY FORM. , 
3.8. Aside from breastmilk, what other foods do you 
3.9. 
give an infant? 
1 Porridge 
2 Artificial milk 
3 Arn 







At what age do you give these foods? ASK OF EACH 
FOOD WHICH IS GIVEN. 
1 One month 
2 2-3 months 
3 5-6 months 
4 7-12 months 





What foods do· y'ou u'sually .give your children for 
snacks? 
1 Boiled camote, gabi, kamoteng kahoy,'banana 
2 Left-over foods 












RECORD REPLIES TO Q-~.l~ TO 3.15 IN CHART ~.02 OF 
REPLY FORM · 
3.13. Please name foods that you eat raw or without 
cooking. 
3.14. How often do you eat these? ASK OF EACH FOOD " 
ITEM EATEN RAW OR UNCOOKED. 
3.15. Why do you not cook these foods? 
I 
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4. PRE AND POST - NATAL CARE 
SAY TO RESPONDENT : Let us now talk about child bearing 
in the household. 
4.1. Among the women in this household," including your-





2 No SKIP Q-4.2 TO 4.4: PROCEED TO Q-4.5. 
RECORD REPLIES To· Q-4.2 TO Q-4.4 IN CHART 4.01 OF 
REPLY FORM. 
Names · of women in this household who are presently 
pregnant. 
How many months .is she (are they) pregnant right 
now? ASK OF EACH MEMBER WHO IS PREGNANT~ 
What is/are the expected date/dates of delivery of 
ea-ch one? 
RECORD REPLIES TO Q-~.S TO Q-4.9 IN CHART. 4.02 OF 
REPLY FORM • . 
4. 5. Who have just delivered a baby in your h·ousehold? 
4. 6. What is the sex of the baby that has just been de-
livered? ASK OF EACH MEMBER WHO HAD JUST DELIVERED 
A BABY. 
4.7. Who attended to the delivery? 





Others, specify~ · · 
~~~~--~~~~~~~-
4. 8. When was the baby delivered? 'ASK OF EACH MEMBER 
WHO DELIVERED. 
4.9. How old is each of the babies at present? 
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4.10. Did she/they have pre-natal supervision? ASK OF 
EACH FEMALE MEMBER CONCERNED. 
1 Yes 
2 No SKIP Q-4.11 TO 4.12: PROCEED TO Q-4.13 
RECORD REPLIES TO Q-4.11 TO 4.20 IN CHART 4.03 OF 
REPLY FORM. 
4.11. How many visits did she/they make in any health 
facility for pre-natal check-up? 
1 Two visits, and so on 
2 One visit · 
4.12. Where did she make the pre-natal check-up? ASK OF 
EACH PREGNANT WOMEN WHO HAD PRE-NATAL SUPERVISION. 
1 At home 
2 Private Clinic 
3 Rural Health Center 
4 Government Hospital 
5 Private Hospital 
Others, specify: 
4.13. Did their pregnancies terminate on the 
month? 
1 Yes SKIP Q-4.14: PROCEED TO Q-4.15. 
2 No 
4.14. How did the pregnancy terminate? 
1 Normal spontaneous delivery 
2 Ceasarian section delivery 
3 Aborted, miscarried 
ninth 
4.15. What was the condition of the baby when delivered? 
1 Live birth 
2 Still birth 
3 Alive but died a few minutes/hours later 
4.16. Where was the baby delivered? ASK OF EACH WOMAN 
WHO HAD EITHER A LIVE OR STILL BIRTH. 
1 At home 
2 Private Clinic 
3 Rural Health Units 
4 Government Hos-pi tal 
5 Private Hospital 
Others, specify: 
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•, ·~ ... 
4.17. How much did the delivery cost? ASK OF EACH WO-
MAN WHO HAD EITHER A LIVE OR STILL DELIVERY. IF 
PAYMENT WAS IN KIND, GET THE PESO EQUIVALENT. 
4.18. Did the baby have · a .well-baby check-up? 
1 Yes 
2 No · SKIP Q-4.20: PROCEED TO 4:21 
4.19. Where did the medical supervision of the baby 
took place? 
1 At home 
2 Private Clinic 
3 Rural Health Unit 
4 Government Hospital 
5 Private Hospital 
Others, specify: 
WRITE REPLIES TO Q-4.21 IN CHART 4.04 IN REPLY 
FORM. 
4.20. What vaccination/s did the baby get? ASK OF 
EACH WOMAN WHO HAD LIVE BIRTH DELIVERY AND IF 
BABY HAD MADE MORE THAN ONE VACCINATION', RE-
CORD ACCORDINGLY. 
Note: OBSERVE AND INSPECT FOR VACCINATION 
SCAR: 
BCG: 
4.21. If your children were not -immunized, what are the 
reasons? 
1 I have no time to go to the hospital/center 
2 I have no money to pay for the immunization 
3 It is not necessary or important 
4 Afraid of side effects 




SAY TO RESPONDENT: 
S. FAMILY PLANNING 
Let us now talk about family plan-
n.ing. 
S .. 1. 'How many more children do you want aside from what 
you already have? ~~~~~~~~~~~~~~~~~ 
S.2. If you·would start all over, how many children 
would you wish to have? 
S.3. At present, there are many methods for preventing 
pregnancy, are you aware of any of· these methods? ·· 
1 Yes 
2 No SKIP Q-S.4: PROCEED TO Q-S.S. 
S.4. Who made you aware of these methods? · 
1 Relative, friends, neighbors 
2 Mass media, radio, film, newspaper 
3 Family Planning Worker 
4_Doctor, nurse, midwife 
Others, specify: 
S.S. What methods for delaying or preventing pregnancy 
do you use? 





6 Foam, jellies, tablets 
7 Vasectomy 
8 Tubal ligation 
9 Abstinence 
Others, specify: ~~~~~~~~~~~~~-
S.6. ·Are you still using the method? 
1 Yes 
2 No SKIP Q-S.7 TO S.8: PROCEED TO Q-S.9. 
S.7. How long have you been using the method? 
1 Less than one year 
2 1-2 years 
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/ 
3 2-3 years 
4 3 years and more 
Others, specify: 




4 Assistance for chi"ldless couples 
5 It is expensive to bring up children 
6 Many children - have difficulty in concei-
ving 
Others, specify: 
5.9. If you discontinued the use of a method, what is/ 
are ~our reasons?-
! Side effects 
2 Run out of supply 
3 Wanted another ·baby 
4 Husband is not cooperative 
Others, specify: 
5.10. Are you aware of any family planning clinic nearby? 
I 
1 Yes 
2 No SKIP Q-5.11: PROCEED TO Q-5.12, 
5.11. Have you ever visited a family planning clinic? 
1 Yes 
2 No 
5.12. Have you ever been visited at home by a health wor-
ker who talked about family planning? 
1 Yes 
2 No 
5.13. Would you .be interested to learn about the diffe-
rent methods to prevent or delay pregnancy? 
1 Yes SKIP Q-5.14: PROCEED TO Q-5.15. 
2 No 
5.14. Why don't you want to give it a try? 
1 Against religfous beliefs 
2 I am afraid of side effects 
3 It is bad for my health 
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4 My husband/wife refuses to cooperate 
5 Have only one child 
6 Family planning was ·· not yet popular 
Others, specify: 
5.15. I~ your husband in favor of family planni~g? 
1 Yes SKIP Q-5.16 
2 No . 
5.16. What are your husband's reasons for refusing fa~i-
ly planning practices? 
1 No satisfaction .· 
2 Health reasons 
3 Wants many children 
4 We don't have a son/daughter yet 




6. GENERAL HEALTH BELIEFS AND PRACTICES 
ASK RESPONDENT: Now,. may we talk about your common heal th 
beliefs and practices. 
6.1. What do you think are the common causes of illness 











Poor personal hygiene 
Night air 
Long hours of work 
Inadequate rest 
Too much bathing 
Evil spirits 
Contact with person sick with/o.f a communi-
cable disease 
Lack of sleep 
Poor environmental sanitation 
Inadequate food 
Others, specify: 
6.2. When do you go to a hospital or health center? 
1 Only when there ·is a sick .member in the fa-. 
mily 
2 When a sick member is not relieved by home 
remedies 
3 When the herbolario or faith healer's treat-
ment ·was not· effective-..._ 
4 When there. is a pregnant mother or woman a-
bout to deliver ' · . 
5 When the children need to be immunized 
6 When I want to talk to the midwife, nurse 
or doctor even when no one is sick in the 
family. 
Others, specify:. ~~~~~~~~~~~~~-
6.3. Was there ever a time when you or any .member of the 
family needed medical help but you did not seek it? 
1 Yes 
2 No SKIP Q-6.4: PROCEED TO Q-6.5 
6.4. If yes, what was the reason for not seeking needed 
medical help? 
1 Could not afford 
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2 Patient refuses to be confined 
3"Against religious beliefs 
4 Ashamed because of ignorance 
S Did not know where · to bring patient 
6 No ride available 
Others, specify: 
6.5. Have you ever consulted a dentist? 
1 Yes 
2 No SKIP Q-6.6: PROCEED TO Q-6.7 
6.6. If yes, when or why did you consult a dentist? 
1 I usually go even if I have no complaints 
2 Only when I have a· toothache 
3 Only when I need to have a tooth extraction 
4 Only when a dentist comes to the community 
Others, specify: 
6.7. If no, what is your reason for not consulting a 
dentist? 
1 Financial difficulty 
2 Dentist's clinic is far from the community 
3 I am afraid of the dentist 
4 Tooth extraction is painful 
Others, specify: 
6.8. Is anyone of you in need of dental services · right 
now? 
Note: IF POSSIBLE, INSPECT FOR 
DENTAL CARIES OF EACH FA-
MILY MEMBER. 
1 Yes 
2 No SKIP Q-6.9: PROCEED TO Q-6.10 
6.9. How many of them need the services? 
1 One 
2 Two 
3 Three and so on 
6.10. What do you use for . cleaning your teeth? 
1 toothbrush with toothpaste 
2 toothbrush wi~h salt 
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• 
3 guava twig 
4 toothpick 
5 gurgle with salt and water 
Others, specify: 
6.11. Wh.en you are physically tired, wh.at do you usual-
ly do? 
1 put on a jacket or sweater, sit down and 
rest 
2 put on light clothing and sit in a cool 
breezy place 
3 take a very cold drink 
4 go to swim in the river 
5 wipe oneself dry, change into dry clothing 
6 lie down and relax 
7 exercise some more 
8 drink a cup of coffee 
9 take a bath 
10 massage 
Others, specify: 
RECORD REPLIES TO Q-6.12 TO 6.13 IN CHART 6.01 OF 
REPLY FORM. 
6.12. How many times a day do . you wash your hands? 
6.13. What do you use for washing? 
1 plain water 
2 water and soap 
Others, specify: 
6.14. How many hours of sl.eep do you get each night? 
6.15. How many hours do you think should y'ou .get to be 
healthy? 





3 fruit juices 
4 soup 
Others, specify: -------'---------'-
6.17. What are your feelings about your health and that· 
of the members of your family? Are you very hap-
py, unhappy or somewhat in between? 
Note: QUANTIFICATION: 
5 very happy 
3 just right 
1 unhappy 
4 happy 
2 somewhat inadequate 
5 4 3 2 1 
VERY HAPPY--/---r-f---r-f---r-f---r-f---r--vERY UNHAPPY 
6.18. What are your feelings about the health services 
available for you and your family? Are you happy, 
unhappy or somewhat in between? 
5 4 3 2 1 
VERY HAPPY- - ;---,-- ;---,-- f---r - f---r -J---r - -VERY UNHAPPY 
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7 •· . RECREATION 
SAY TO RESPONDENT: Let us now talk about the 
recreational facilities found in 
your community. 
Note: RECORD REPLIES TO Q-7.1 IN .CHART 7.01 OF THE 
REPLY FORM. 
7.1. What recreational activities or community 
activities do you participate in? 
1 playgr'ound 
la school playground 
lb municipal playground/barangay 
playground 
2 cockpit 
3 gambling joints 
4 movies 
5 basketball court 





11 games: parlor/outdoor 
12 barangay meetings 
13 barangay seminars 
Others, specify : 
7.2. How often do you avail of these facilities? ASK 




RECORD REPLIES TO Q-7.~ TO 7.4 IN CHART 7.02 OF THE 
REPLY FORM. 
7.3. What activities do you or the ·members of your 
family indulge in during leisure or while resting? 




4 playing cards 
5 listening to radio 
6 playing, ch.ess 
7 playing dama 
8 playing sunka 
9 reading comics/magazines 
10 eating 
11 bettle nut chewing 
12 drinking·coffee/t.ea 




' ~ • i 
7.4. How often do you or the members of your family in-





RECORD REPLIES TO Q-7.5 TO 7.7 IN CHART 7.03 OF THE 
·REPLY FORM. 




2 No SKIP Q-7.6 TO 7. 7: PROCEED TO Q-7.8 




3 cigarettes b.rought in store 
4 pipe 
5 all of the above 
Others, specify: 
How many packs/sticks do they smoke in a day? 
RECORD REPLIES OF Q-7. 8 TO 7 .10 IN CHART 7. 04 OF 
THE REPLY FORM .. 
7.8. Do any member of your family drink 'alcoholic beve-
rages? 
1 Yes 
2 No_ SKIP Q-7.9 TO 7 .10: PROCEED TO Q-7_.11 
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4 all of the above 
Others, specify: 
7.10. How many glasses do they drink a day? 
7, 11. In your own opinion, what makes' people happy? WRITE 
EXACT WORDS OF RESPONDENT. 
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8. ·ILLNESSES .AND DEATHS IN .THE FAMILY 
SAY. TO RESPONDENT: · Shall we now talk about the heal th 
of the members of your family -- how 
each one has been for the last month? 
RECORD REPLIES TO Q-8 .1 TO 8 .13 IN CHART. 8. 01 IN THE 
REPLY FORM. 
8.1. Did any member of y"our family get sick within the 
past month? 
1 Yes 
2 No SKIP Q-8.2 TO 8.14: PROCEED TO Q-8.15 
8.2. What are their names? ASK THIS OF EACH MEMBER WHO 
HAD BEEN SICK. IF RESPONDENT.DOES NOT KNOW THE 
NAME OF THE SICKNESS INQUIRE ABOUT MAJOR SYMPTOMS 
AND MAJOR ORGANS WHICH HAD BEEN AFFECTED. 
8.3. What has he/she been sick of? ASK THIS OF EACH 
MEMBER WHO HAD BEEN SICK. IF RESPONDENT DOES NOT 
KNOW THE NAME OF THE SICKNESS, INQUIRE ABOUT MAJOR 
SYMPTOMS AND MAJOR ORGANS WHICH HAD BEEN AFFECTED. 
8.4. Was his illness serious? ASK THIS OF EACH MEMBER 
WHO HAD BEEN SICK: DO THIS STILL IN Q-8.14. 
1 very serious 
2 serious 
3 not serious 
4 do not know 
8.5. How long was he sick?. 
1 half a day 
2 one day 
3 two days 
4. do not know 
8.6. Was he absent from work/school because of his ill-
ness? IF SICK MEMBER WAS AN INFANT OR PRE-SCHOOLER, 
ENCIRCLE NA AND SKIP Q-8.8. 
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8.7. H'\w many days was lie 
1 half a day 
2 one day 
3 two d;iys 
4 do not know 
absent from work/s.chool? 
8.8. From whom did you ask help for the family member 







7 government hospital 
8 private hospital 
9 RHU 
10 private clinic 
11 h.erbolario 's house 
12 midwife's house 
13 NA 
Others, specify: 
8.9. When was medical help sought?. 
1 on the first day of illness 
2 on the second day of illness 
3 on the third day of illness 
· Others, specify: 
I 
8.10. How long did it take you to reach the person/: 
health facility where help was sought? 
8 .11. How many minutes had b.een ·spent for the examina-
tion of the patient? 
8.12. Was the sick family. member confined in the health 
facility? 
1 Yes 




8 .13. What was the total amount spent for the treatment 
of the sick family member .-- treatment,. confine-
ment and care? · RECORD THE TOTAL AMOUNT DOWN TO 
THE LAST CENTAVO .. 
8.14. Do you use home remedies when someone gets sick 
in your family? 
1 Yes 
2 No SKIP Q-8.15 TO 8.18: PROCEED TO Q-8.19 
8.15. What home remedies have you used? 
8.16. 
8 .17. 
RECORD REPLIES-TO Q-8.15 TO 8.18 IN CHART 8.02 OF 
THE REPLY FORM. 
1 bed rest 
2 sponge bath 
3 cafiao 
4 offering 
5 over-the-counter drugs 
6 water therapy 
7 steam inhalation 
8 alcohol rub 
9 medicinal plants 
10 copper bracelets 
11 cold·compress 
12 dieting 
13 bate balani 
14 white flower 
Others, specify: 








Were these home remedies helpful or effe'cti~e'? 
1 Yes 
2 No SKIP Q-8.18: PROCEED TO Q-8.19 
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8.18. For what ailments were _these home remedies help-
ful or effective? 
8.19. Did you ever try to use medici~al plants to help 
the sick person in .the family? 
1 Yes 
2 No SKIP Q-8.20 TO 8.21: PROCEED TO 8.22 
RECORD REPLIES TO Q-8.20 TO 8.21 IN-CHART 8.03 OF 
REPLY .FORM. 
8.20. Which· of these plants were effective ·and for what 
particular ailment? 
8.21. How· did you prepare these medicinal plants? ASK 
OF EACH AILMENT FOR WHICH THE MEDICINAL PLANT HAD 
BEEN USED. 
RECORD REPLIES TO Q-8.22 TO 8.33 IN CHART 8.04 IN 
REPLY FORM .. 
8.22. Which of the following disabilities do members of 
your family suffer from 7 . 
1 disorders of vision such as blindness 
2 disorders of hearing such as deafness 
3 partial paralysis, i.e.,·loss of sensation 
and movement of two extremities or less 
4 total paralysis, i.e., loss of. sensation 
and movement of all extremities 
5 harelip 
6 dental caries 
7 speech defect 
8 ·mental retardation 
Others, specify: 
IF NO MEMBER OF.THE FAMILY HAS ANY OF THE LISTED 





8.23. Who of the members of .the family 
these disabilities? 
have any of 
IF MEMBER HAS MORE "THAN ONE DISABILITY, INDICATE 
THE DIFFERENT DISABILITIES. 
8.24. Are the everyday activities . of the disabled ·mem-
ber affected by his disability? 
1 Yes 
2 No 
8.25. What activities can he/she do alone? 
8.26. What activities can he/she do only with assis-
tance? 
8.27. Has this condition kept him from going to school 
or working in the past month? ASK THIS OF EACH 
MEMBER WITH DISABILITY. 
1 Yes 
2 No SKIP Q-8.28: PROCEED TO Q-8.29. 
8.28. How long was he kept from working or going to 
school? ASK OF EACH MEMBER. 
8.29. Is medical supervision being given at present to 
each member with disability? ASK OF EACH MEMBER 
WITH DISABILITY. 
1 Yes 
2 No SKIP Q-8.30: PROCEED TO 8.31 
8.30. Who gives medical supervision to him? ASK OF EACH 
8.31. 








How much was spent for the treatment of the mem-
ber with disability for the past month/year? 
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RECORD TOTAL AMOUNT'DOWN TO CENTAVOS. WRITE NA IF 
TREATED BUT NO EXPENSES INCURRED. 
RECORD REPLIES TO Q-8.32 TO 8.37 IN CHART 8.05 IN 
REPLY FORM. . . 
8.32. Is there any member of your family with some emo-
tional or mental illness or has experienced such 
illness ·within the last year? 
DO NOT BE.TOO ABRUPT,' ASK INDIRECT QUESTIONS. 
1 Yes 
2 No SKIP Q-8.33: PROCEED TO Q-8.38. 
8. 33. · What ~ind of emotional or mental illness do they 
have? IF RESPONDENT DOES NOT KNOW NAME OF ILL-
NESS, INQUIRE ABOUT SYMPTOMS. ASK OF·EACH MEMBER 
WHO IS ILL. 
8.34. Who are these members who are sick? IF RESPONDENT 
IS HESITANT, DO NOT PRESS FOR AN ANSWER. ASK IF. 
CHILD OR ADULT AND HOW MANY ARE THEY? 
8.35. How long·have they been afflicted with these emo-
tional/mental illness? 









8.37. How much was· spent for the treatment of each? 
RECORD REPLIES TO Q-8.38 TO 8·.44 IN CHART 8.06 IN 
REPLY FORM. . 
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8. 38. Has any member of your household died during the 
past year? 
1 Yes 
2 No SKIP Q-8.4~ TO 8.44 
8.40. Position/r.elation ta the. family member who died? 
8.41. Sex of those who died? 
8.42. Age of the family member who died at the time of 
death. ASK OF EACH MEMBER WHO DIED. 
8.43. What was the cause of his/her death? ASK OF EACH 
MEMBER WHO DIED. IF RESPONDENT DOES NOT KNOW 
EXACT CAUSE, INQUIRE ABOUT SYMPTOMS FELT BEFORE 
HIS/HER DEATH .. 





9. PROBLEMS IN THE COMMUNITY 
SAY TO RESPONDENT: Let us ·now talk ab.out the common 
probleins found in your community. 
9.1. If there .is an individual with a problem he cannot 
solve by himself, to whom does he turn to? 
1 barangay brigade 
2 barangay captain 





9.2. What are the common problems in your community? 
1 lack of water 
2 health problems 
3 scattered garbage 
4 inadequate/lack of toilet for each family 
5 no health center 
6 health center too far 
7 lack of personnel to attend to community 
health needs 
8 lack ·of food 
9 problem of fertilizers for pl~nts 
10 alcoholism 
11 lack of transportation facilities 
12 drug addiction 
13 problem on how to maximize the sale of 
vegetables and· other products 
14 accidents 
15 unemployment \ 
i6 poor road conditions 
Others, specify: 








9.4. In your ,opinion, can 




problems be solved in 
for outside assis-
I , 
1 Alone SKIP Q-9.5: PROCEED TO Q-9.6 
2 Need assistance of others 
9.5. If out'1ide assistance is needed, who or what ·agen-
cy/ies; government or private can help? 
1 Ministry of Local Government 
2 Ministry of Education, Culture and Sports 
(MECS) 
3 Ministry of Social Services and Develop-
ment (MSSD) 
4 Ministry of Public Highways (MPH) 
5 National Media Production Center (NMPC) 
6 Commission on Pppulation (PopCom) 
7 Provincial Nutrition Council 
8 Benguet FPOP Council 
9 Ministry of Health (MOH) 
10 Philippine National Red Cross (PNRC) 
11 Foster Parents Plan 
12 Local Parish Priest/Religious Groups 
13 Governor's Office 
14 Municipal Mayor 
Others, specify: 











10 hyperacidj, ty 




'15 skin lesions. 
: o·thers, specify: 
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9.8. Have you .done anything or can do something to help 
solve these health problems in your community? 
1 Yes 
2 No SKIP Q-9.9: PROC?ED TO Q-9.10 
9.9. What kind of help have you rendered? 
1 I volunteered to be a health worker 
2 I shared with others my knowledge/ 
experience on management of common 
ailments that have helped me 
3 I keep my house neat and my surroun-
dings clean 
Others, specify: 
9.10. What is the community 
·problems? 
doing about these health 
1 there is 
2 none (don't know) SKIP Q-9.11: PROCEED 
TO Q-9.12 
9.11. What have been done or are being done? 
1 asked for an increase in the health per-
sonnel in the community 
2 organized a health committee 
3 asked for a regular clinic sponsored by 
professional health workers or other 
health agencies 
4 assistance in bringing a sick member to a 
hospital or clinic 
5 standing request "' for assistance from res-
ponsible and able community leaders for me-
dicine -or in kind for . the sick 
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6 initiating seminars on healthful living, 
nutrition,,family planning, environmental 
sanitation: etc. 
Others, specify: 
9.12. If you were asked to become a volunteer health 
worker, would you be willing to undergo training·? 
1 Yes . END 
2 No PROCEED TO.Q-9.13 
9.13. If no, what ar·e your reasons? 
1 I have no time 
2 I don' .t see anything good in it for me and 
my family 
3 I cannot tackle the responsibilities of a 
Volunteer Health Worker 




10. ·PERCEPTIONS REGARDING THE 
MOBILE NURSING CLINIC 
SAY TO RESPONDENT: Let us now talk ahout .the Mobile · 
Nursing Clinic of Saint L·ouis· 
Univ·ersi ty. · 
•c.l. Have you heard of the Mobile Nursing Clinic 
Project of Saint L°ouis University? 
1 Yes 
2 No SKIP Q-10.2 T.O Q-10.4 
' 
10. 2. What were the s·ources of information regarding 
the Mobile Nursing Clinic? 
1 radio 
2 newspaper 
3 friends, neighbors, relatives 
4 barangay captain, teachers 
Others, specify: 
10.3. What are the services being rendered by the 
Mobile Nursing Clinic that you.know? 
1 health education, seminar workshops on 
healthful living 
2 clinic consultations/c:heck-ups: 
post-natal, well baby, family planning, 
morbid cases 
3 dispensing over-the-counter drugs for 
specific cases 
4 referrals to health agencies 
5 laboratory examinations: blood, stool, 
sputum, etc. 
6 Botica sa Barangay 
7 film showing: e·ducational and 
entertainment films 
8 home visits 
Others, specify: 
10. 4. In your opinion, which of these s.ervices can be 
of assistance to you and your community? 
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11. PERCEPTIONS REGARDING THE EXISTENCE 
OF A VCHW IN THE COMMUNITY 
11.1. Are you aware of the existence of a VCHW in your 
community? 
Yes No 
If yes, who? 
11.2. Do you seek consultation to the VCHW in your area? 
If yes, what services/ailments? 
11. 3. How often do you consult? 
*** REFER TO COMMUNITY EVALUATION OF VCHW *** 
11.4. Do you think there should be a criteria in selec-
ting VCHW? 
Yes No 
If yes, list qualities and character traits: 
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PARTICIPANTS IN THE CONFERENCE ON 
PRIMARY HEALTH CARE AND 
RESEARCH DISSEMINATION SEMINAR 
A. Speakers: 
1. Trinidad S. Osteria, D.Sc. (Demography) 
Research Fellow 
Institute of Southeast Asian Studies . 
Singapore 
2. Mo-Im Kim, R.N.,Ph.D. 
College of Nursing, Yonsei University 
Seoul, Korea 
3. Florita F. Garcia, M.D . . 
Baguio City Health Officer 
Baguio City Health Department 
B. Panel Reactors: 
1. Miss Virginia Orais, M.P.H.,R.N. 
Chief, Health Education Manpower 
Development Service, DOH 
2. Sebellon Wale, M~D. 
Director, Silliman University Extension Projects 
Silliman University 
Dumaguete City 
3. Prof. Thelma ·F. Corcega, M.P.H.,R.N. 
U.P. College of Nursing 
Nursing Consultant, WHO 
4. Mrs. Erlinda Toquero, M.P.H.,R.N. 
Provincial Nurse Supervisor 
Benguet 
C. Research Presentors: 
1. Jesusa B. Lara, R.N.,Ed.D. 
Program Leader · 
2. Mr. Luther Garcia, R.N., B.S.N. 
Study Leader 
3. Josefina N. Domingo, Ed.D. 
Project Leader 
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D. Regional Representatives: 
I. Baguio City 
1. Dean Natividad Frigillana 
College of Nursing 
Pines City Educational Center 
2. Aurora Tenefrancia, Ed.D.,R.N. 
Chief Nurse, DEMMC 
3. Mrs. Mary Fernandez 
Nurse Supervisor, Baguio City Health 
Department 
4. Mrs. Ludivina R . . Ramos 
Department Head 
SLU College of Nursing 
5. Mrs. Erlinda Palaganas 
SLU College of Nursing 
6. Mrs. Marlene Reyes 
SLU College of Nursing 
7. Miss Alma Agustin 
SLHSH Staff Nurse 
8. Mrs. Ma. Theresa Bucasan 
SLU College of Nursing 
II. Benguet 
1. Teogenes G. Narcelles, M.P.H.,M.D. 
Provincial Health Officer 
Benguet 
2. Salome Pilit, M.D. 
MHO, La Trinidad, Benguet 
3. Eugenita Belvis, M.D. 
MHO, Sablan, Benguet 
4. Mrs. Elsie Mateo 
Chief Nurse 
Benguet General Hosp~tal 
5. Mrs. Avelina Quilacio, R.N. 
RHU, Sablan, Benguet 
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6. John Tinoyan, M.D. 
La Trinidad, Benguet 
7. Josefina Luspian, M.D. 
MHO, Tublay, Benguet 
8. Veronica Novesteras, M.D. 
MHO, Itogon, Benguet 
III. Regions I and II 
1. Sr. Ma. Bernardita Quifion 
Dean, College of Nursing 
St. Paul's College 
Tuguegarao, Cagayan 
2. Dean Pilar Buenaventuia 
College of Nursing, Union Christian College 
La Union 
3. Dean Constancia Mamaclay 
College of Nursing, Northern Christian College 
Laoag City 
4. Geoffrey S. Tilan 
Executive director 
Lorma Community Dev. Found., Inc. · 
5. Mrs. Maria K. Ramos 
Regional Nurse Supervisor 
RHO I 
6. Mrs. Priscilla Obando 
College of Nursing, Luzon Colleges . 
Dagupan City 
IV. Metro Manila 
1. Prof. Luz Tungpalan 
Faculty Secretary 
U.P. College of Nursing 
2. Prof. Josefina D. Baylon 
OIC, U.P. College of Nursing 
3. Dean Constancia Pitpitan 
College of Nursing, PWU 
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4. Dean Ida Kimseng 
College of Nursing, Centro Escolar University 
5. Dean Fe Alcantara 
College of Nursing, Trinity College 
6. Mrs. Elisa Resurreccion 
Nursing Consultant, TUCP 
7. Raul Alcarez, M.D. 
Medical Director 
ALU-TUCP Medical Services 
8. Mrs. Remigia Nathanielzs 
NursinB Consultant, DECS 
9. Dean Remedios Fernandez 
College of Nursing, Martinez Memorial 
Colleges 
V. Visayas and Mindanao 
.1. Dean Rosella Uro 
College of Nursing 
Western Mindanao State University 
Zamboanga City 
2. Dean Purita Escobar 
BOG, Phil. Nurses Association 
Region X 
3. ~rs. Jocelyn Kintanar 
College of Nursing, University•of San Carlos 
Cebu City 
4. Fe S. Wale, M.D. 
Silliman University Medical Center 
Dumaguete City 
5. Prof. Betty Polido 
College of Nursing, C.P.U. 
Iloilo City 
6. Sr. Remy Junio 
Dean, College of Nursing 





7. Melania Sanchez Jr., M.D. 
Chairman, Dept. of Preventive Medicine 
Cebu Doctors College of Medicine 
8. Prof. Purita Sanchez, M.P.H.,R.N. 
U.P. College of Cebu 
Graduate Studies Division 
Cebu City 
VI. SLU-MNC Staff 
1. Mrs. Elizabeth · Amansec 
MNC Nurse and Team Leader 
2. Miss Lea Macwes 
MNC Staff Nurse 
3. Mrs. Filipinas Dungca 
MNC Medical Technologist 
E. IDRC Staff 
Research Assistants: 
1. Miss Edinna Medina 
2. Miss Bernadette Padaco 
3. Miss Lily May Flores 
Secretariat 
Secretarial Staff: · 
1. Miss Anabel Marzan 
2. Mrs. Clara Jane Esteban 
3. Miss Sonia Caluza 
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The MNC Vehicle 
Reaching ~he different farflung, isolated and 
depressed areas of Benguet Province would have been 
impossible without the presence of a sturdy front- -
wheel drive vehicle. 
One· of the wider roads in the target 
area during the dry season. These roads 
become very muddy and slippery and almost 
impassable during the long rainy days~ 
Most of the roads are narrow, 
allowing for the passage of only one 
small vehicle at a time. 
Community residents 
give the MNC staff a 
hand in pulling out 
their vehicle from the 
mud, a common occurrence 
during rainy days. 
Typical road 
conditio~ during 
the . rainy 
season. 
